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In this new book—the only one of its kind in print, to our knowledge—both’ whole 
blood and plasma transfusions are covered in great detail. The following topics are 
discussed: Clinical use of blood and its derivatives; immunology of blood; technical 
data; transfusion of whole blood; preparation and administration of plasma; prepara- 
tion and administration of blood derivatives and plasma substitutes; transfusion 
services; and transfusion apparatus. The description of laboratory technics is 
illustrated in such a way that the pictures (arranged in columns down the outside 
margin of the pages) make up an easily-followed “flow chart” of step-by-step 
procedures. 


Every surgeon and every laboratory and hospital library will, of course, need this 
book. And the thoughtful general practitioner will consider it a wise investment 
against the emergencies—especially shock—with which he must occasionally deal. 


By Elmer L. DeGowin, M.D., and Robert C. Hardin, M.D., Associate Professors of Medicine, 
State University of Iowa; and John B. Alsever, M.D., United States Public Health Service. 
587 pages. 180 illustrations. Just published. 
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ANOTHER MOSBY BOOK 


Clinical | 
_Orthoptics 


Diganosis and Treatment 


By MARY EVERIST KRAMER, Supervisor, The Orthoptic Department, The 
George Washington University Hospital, Washington, D. C. 


Edited by ERNEST A. W. SHEPPARD, M.D., Professor of Ophthalmology, 
The George Washington University School of Medicine; WADE HAMP- 
TON MILLER, M.D., Kansas City, Missouri; and LOUISA WELLS- 
KRAMER, Certified Orthoptic Technician, Washington, D.C. 


480 Pages 147 Illustrations 


Combining anatomy and physiology—as well as 
orthoptic technique 


In orthoptics, the ordinary approach in the past was the 
mathematical one in which emphasis was placed on the degree 
of deviation and the attempt to reduce that deviation. 

Real progress began when the fundamental physiologic principles 
of the binocular visual act were understood and given primary 
consideration. Greater progress has ensued with the acknowl- 
edgement of physiological and psychological factors in diagnosis 
and treatment—for no matter how theoretically and mathematic- 
ally correct the orthoptic technician may be, real comfort to 
the patient comes only with understanding of the emotional con- 
= siderations as well. 

Such is the substance of Miss Kramer’s new work. Well quali- 
fied by her work at George Washington University and in the 
- private clinic of the late Dr. William Thornwall Davis where 
as she assisted with the administration of the postgraduate courses 
7 in Ophthalmology—as well as assisting with the instruction on the 
orthoptic courses given for doctors—Miss Kramer has brought 
forth a timely and authentic book. 

Ophthalmologists who work closely with and depend upon orth- 
optic technicians will quickly see the benefits from its use in 
practice. 


The C. V. Mosby Company 
3207 Washington Blvd. 
St. Louis 3, Missouri 


Please send me a copy of Kramer’s CLINICAL ! 
ORTHOPTICS. The price is $8.00. <_— 


= Enclosed find check. 


.......Charge my account. 4 


Address 


PRICE, $8.00 


Chapter Headings 
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Abnormal Retinal Correspond- 
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“| like my medicine!” 


Now... {WO delicious x 
\ 
S.K.F. sulfonamide preparations: 
These pleasant-tasting preparations 
X 


may be prescribed wherever oral dosage 


of the sulfonamides is indicated. 


new!.. ESkadiamer 


a combination fluid sulfonamide containing equal parts of 
sulfamerazine and sulfadiazine—the two safest sulfonamides in 
general use. Each 5 ce. (one teaspoonful) contains 0.25 Gm. (3.86 gr.) 
sulfamerazine and 0.25 Gm. (3.86 gr.) sulfadiazine. 


Eskadiazine 


the widely-prescribed fluid sulfadiazine which provides desired 
serum levels much more rapidly than sulfadiazine in tablet form. 
Each 5 cc. (one teaspoonful) contains 

0.5 Gm. (7.7 gr.) sulfadiazine. 


Smith, Kline & French Laboratories, Philadelphia 


*Eskadiamer’ & ‘Eskadiazine’ T.M. Reg. U.S. Pat. Off. 
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AN ANNUAL ASSAY OF 


40 


A new approach to graduate medical literature—pithy, concise, 
didactic—designed for ready reference to immediate implementation 
in daily practice. Under editorial direction of Dr. John B. Youmans, 
men such as Morgan (INTERNAL MEDICINE), Whitacre (OBSTET- 
RICS AND GYNECOLOGY), Poncher (PEDIATRICS), Cole (SURGERY)— 
a total of 23 clinicians and teachers of authority —distill the year’s 
advances in trends—procedures—technics—therapy and present 
their findings in original contributions, written in narrative style. 


This annual might well be regarded as a substitute for a post- 
graduate course. It saves hours of reading time and reference. It 
brings to the general practitioner what is new and practical—how 
it can be applied in everyday medicine. Here is the economical 
way to analyze latest medical achievements—what to accept and 
what to reject for modern medical practice is condensed and pre- 
sented in one volume. $5.00 


Timely—Checked and edited up to press time—One printing 


J.B. LIPPINCOTT COMPANY + PHILADELPHIA 5, PA. 
Please enter my order and send me when ready: () MEDICINE OF THE YEaR, First Issue, 1949, $5.00 


O Cash enclosed 
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There’s no fuss when a child takes a Sulfonamide 
Dulcet Tablet. He takes it—all of it—eagerly, because 
he likes candy and this tastes like candy. Yet, while 
satisfying a youngster’s taste buds, Dulcet Tablets have 
the same therapeutic value as equal weights of un- 
flavored sulfonamides. e Newest of the new double 
sulfonamides available in this easy-to-take form are 
Duozine Dulcet Tablets. Each tablet contains 0.15 Gm. 
sulfadiazine and 0.15 Gm. sulfamerazine, a combina- 
tion that exerts the full antibacterial effect of 0.3 Gm. 
of either drug, but with only half that risk of crystal- 
luria. The same general rules and precautionary meas- 
ures of the sulfonamide compounds should be observed 
with Duozine Dulcet Tablets. ¢ Your pharmacy has 
Duozine Dulcet Tablets and others listed at right. If you 
haven't yet utilized this effective method of adminis- 
tering sulfonamides, why not try it on your next case? 
Assotr Laporatoriges, North Chicago, Illinois. 


Sprectfy 


Abbott’s NEW Double Sulfonamide 


TRAOE MARK 


dulcet® tablets 


(COMPOUND SULFADIAZINE 0.15 GM. AND SULFAMERAZINE 0.15 GM., ABBOTT) 


© Medicated Sugar Tablets, Abbott 


April 1949 


* 
Duozime 
DULCET Tablets 


(Compound Sulfadiazine 0.15 Gm. 
and Sulfamerazine 0.15 Gm., Abbott) 


* 
Truiazoline 
DULCET Tablets 
(Compound Sulfadiazine 0.1 Gm., 
Sulfamerazine 0.1 Gm., and Sulfa- 
thiazole 0.1 Gm., Abbott) 


Diazoline® 
DULCET Tablets 


(Compound Sulfadiazine 0.15 Gm., 
and Sulfathiazole 0.15 Gm., Abbott ) 


Sulfadiazine 
DULCET Tablets 
0.15 Gm. and 0.3 Gm 


Sulfamerazine 
DULCET Tablets 
0.3 Gm. 


Swlfathiazole 


DULCET Tablets 
0.3 Gm. 


STRADE MARK 


4 
take 
| 
1 
5 
a 


Vol. 42 No. 4 


SOUTHERN MEDICAL JOURNAL 


NEW HOEBER BOOKS 
Practical Help in Everyday Practice 


FOWLER’S 
Clinical Hematology 


New 2np EpitTIon! Presenting hema- 
tology as a part of internal medicine, 
this book stands apart from all others 
on the subject. It shows how to diag- 
nose and treat effectively disorders of 
the blood and blood-forming organs as 
they are met in everyday practice. This 


fact accounts for its tremendous popu- 
larity. Recent advances in blood ther- 
apy now make it more important than 
ever to have such practical clinical help 
at hand. By Wixtts M. Fowter, M.D., 
Prof. Internal Med., Univ. of Iowa; 549 
pp., 110 illus., 8 color plates, $8.50. 


ALVAREZ’ 
Introduction to Gastro-Enterology 


New 4TH EpitTIon! By revealing the 
clinical significance of intestinal, stom- 
ach and bowel behavior, this volume can 
help to solve a host of common prob- 
lems. The clear and authoritative ex- 
planations of the factors underlying a 
multitude of common gastrointestinal 


symptoms leads to more accurate di- 
agnosis, more rational treatment. This 
unique and comprehensive source book 
will prove invaluable for years to come. 
By WALTER C. ALVAREZ, M.D., Senior 
Consultant, Division of Medicine, The 
Mayo Clinic, 925 pp., 269 illus., $12.50. 


BARROWS 


Clinical Management of Varicose Veins 


New Book! This popular, practical 
book shows just how and when to use 
ligation, excision and injection for suc- 
cessful therapy of common, troublesome 
disorders. Clarifying diagnosis, therapy 
and after-care of the varicose extremity, 


Paul B. Hoeber, Inc. 


it offers a guide to tested technics which 
will be an invaluable aid in daily prac- 
tice. By DAvip W. Barrow, M.D., fore- 
word by ARTHUR W. ALLEN, M.D., 169 
pp., 78 graphic illus., 4 in full color, 
$5.00. 


MEDICAL BOOK DEPARTMENT OF HARPER & BROTHERS 
49 East 33rd St., New York 16, N. Y. 


PLEASE SEND ME ON APPROVAL 


[_] Fowler’s Hematology ........ $8.50 (_] Barrow’s Varicose Veins $5.00 
(_] Alvarez’ $12.50 
(] On Approval (_] Charge my Acct. (-] Check Enclosed 
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TE S EMBLEM is displayed by re- 
liable merchants in your community, 
Camp Scientific Supports are never 
sold by door-to-door canvassers, 
Prices are based on intrinsic value. 
Regular technical and ethical train- 
ing of CAMP fitters insures precise 
and conscientious attention to your 
recommendations. 


CAMP SCIENTIFIC SUPPORTS are 
prescribed and recommended in many 
types for prenatal, postnatal, post- 
operative, pendulous abdomen, vis- 
ceroptosis, nephroptosis, hernia, ortho- 
pedic and other conditions. If you do 
not have a copy of the Camp “Refer- 
ence Book for Physicians and Surgeons,” 
it will be sent upon request. 


YOUR PATIENT’S MONEY: 
Economic conditions have shown 
many swings during the four decades 
of CAMP history. But Camp prices 
have always been conscientiously 
based on intrinsic value. These mod- 
erate prices coupled with the func- 
tional efficiency and superb quality 
of Camp Scientific Supports, long 
recognized by the profession, mean 
true economy to the patient. 


S. H. CAMP and COMPANY, JACKSON, MICHIGAN 
World’s Largest Manufacturers of Scientific Supports 


Offices in New York * Chicago * 


Windsor, Ontario * London, England 
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New Research in Motion Sickness... 


“Operation Seasickness”—a rough weather study con- 
ducted on U. S. Army Transport General Ballou—reveals 
new chemical compound Dramamine to be a powerful 
and non-toxic drug in the prevention and control of 
motion sickness. 


A NEW PRODUCT OF SEARLE RESEARCH 


—is a distinct chemical entity—$-dimethylaminoethyl benzohydryl 
ether 8-chlorotheophyllinate. 


A recent controlled investigation of Dramamine by Gay and 
Carliner* of the Allergy Clinic of the Medical Department of Johns 
Hopkins University and Hospital, revealed these facts: 


I, PROPHYLACTIC TRIAL, Dramamine prevented motion sickness in 98.6% 
(29% of the placebo-treated controls became seasick). 


2. THERAPEUTIC TRIAL. Dramamine quickly relieved 97.5% of established 
cases of seasickness. 


3. Toxicity TRIAL. Dramamine produced no undesirable side actions 
or signs of toxicity. 


Dramamine is now available in 100 mg. scored tablets. Recom- 
mended dosage is 50 to 100 mg. 4 times daily depending on severity 
of motion. Literature available on request to 


G. D. SEARLE & €0., chicago 80, Illinois 


*Gay, L. N., and Carliner, P. E.: The Prevention and Treatment of Motion Sick- 
ness: I. Seasickness, Bull. Johns Hopkins Hospital, in press. 
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Recent important investigations confirm superiority of 
molybdenized ferrous sulfate in iron-deficiency anemia. 


Dieckmann, W. J., and 

Priddle, H. D.: Anemia of Preg- 
nancy Treated with Molybdenum- 
Iron Complex, Amer. J. Obstet. & 
Gynecol., (March) 1949. 


Dieckmann and associates recently 
undertook an evaluation of molyb- 
denized ferrous sulfate (Mol-Iron) 
in anemia of pregnancy—a relatively 
resistant type of anemia. 


A carefully selected group of patients 
was given Mol-Iron in a dosage 
of 2 tablets 3 times daily; a compa- 
rable group of patients who received 
no iron medication served as controls. 


FINDINGS: “The patients who 
were treated showed a rapid increase 
in hemoglobin and hematocrit with 
a mean at term of 11.8 Gm. per 100 
ml. and 36 volumes per cent—high 
figures for pregnant patients. The 
mean for the present control group 
is 10.7 Gm. of hemoglobin per 100 
ml. and a hematocrit of 32.6 volumes 


per cent (at term)... At six weeks post 
partum, the patients who had been on 
molybdenum-iron had a mean of 12.2 
Gm. per 100 ml. as compared with 11.2 
for the present (control) group...” 


COMMENT: “We have never had 
other iron salts so efficacious in 
pregnant patients. Our results with 
the molybdenum-iron complex have 
been so striking that, if the patient 
has taken this medication for three 
weeks and shown no significant in- 
crease in the hemoglobin concen- 
tration, the therapy is stopped and 
a more extensive study (bone marrow 
biopsy, gastric analysis, reticulocyte 
count, etc.) made to determine the 
cause of the anemia.” 


SUMMARY: “We believe that the 
value of this molybdenum-iron com- 
plex has been demonstrated as being 
very effective in increasing the hem- 
oglobin of pregnant patients who 
are anemic.” 


April 1949 
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IN ANEMIA THERAPY 


Talso, P. J.: Anemia in Pregnancy, 
J. Ins. Med., 4:31-34 (Dec.-Jan.-Feb.) 
1948-1949. 


“The encouraging results obtained with 
molybdenumized ferrous sulfate in the 
microcytic hypochromic group indicate 
a better prognosis in these conditions in 
the future with a resultant improvement 


in maternal health generally.” 


Chesley, R. F., and Annitto, J. E.: 
Evaluation of Molybdenized Ferrous 
Sulfate in the Treatment of 
Hypochromic Anemia of Pregnancy, 
Bull. Margaret Hague Maternity 
Hospital, 1:68-75 (Sept.) 1948. 


molybdenized ferrous sulfate pro- 
duced a substantially more rapid thera- 
peutic response than ferrous sulfate, the 
difference in response being statistically 
significant. Addition to ferrous sulfate of 
either liver-stomach extract or folic acid 
did not potentiate the action of the iron 


salt. 


“None of the patients treated with mo- 
lybdenized ferrous sulfate complained of 
more than mild digestive symptoms re- 
lated to the medication. However, 8 per 
cent of the patients originally selected 
for treatment with ferrous sulfate had to 
be withdrawn from the study because of 


consequent digestive up-sets.’’ 


MOLYBDENIZED FERROUS SULFATE 


a specially processed, co-precipitated, stable complex of 
molybdenum oxide 3 mg. (1/20 gr.) and ferrous sulfate 195 
mg. (3 gr.). In bottles of 100 and 1000 Tablets. Also avail- 
able in a highly palatable Liquid, in bottles of 12 fluid-ounces. 


WHITE LABORATORIES, Inc., Pharmaceutical Manufacturers, Newark 7,N. J. 
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In Chronic Cholecystitis... 


chemically pure bile acid derivative made available 
| for therapy, Council-Accepted since 1932, exhaust- 
ively studied and most favorably reported by hun- 
dreds of investigators, Decholin® remains today a 
ie bile acid preparation for use in the medical man- 


= agement of chronic cholecystitis. 


) The Most Potent Hydrocholeretic, 


Decholin multiplies and frees the flow of thinned liver bile. By thus easing biliary evacuation 
and closely simulating a physiologic drainage of accumulated foreign matter through the hepatic and 
common ducts, Decholin may lessen the epigastric and right upper quadrant discomfort typical of 


chronic cholecystitis, improve the patient’s tolerance for food and reduce the periods of disability. 


Decholin 


dehydrocholic acid 
3% gr. tablets in bottles of 25, 100, 500, and 1000. 
Decholin Sodium® (sodium dehydrocholate) in 20% 


aqueous solution; ampuls of 3 cc., 5 cc. and 10 cc., 
packages of 3 and 20 ampuls. 


The Fifth Edition of “Decholin in Biliary Tract Dis- 
turbances” is now available upon request. 
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For mixed infections 
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New and Nonofficial Remedies » 1948 


Furacin . . . possessing bacteriostatic and bactericidal properties . . . effective in vitro and ii 
in vivo against a variety of gram negative and gram positive bacteria . . . is useful for 
topical application in the prophylaxis and treatment of superficial mixed infections 
common to contaminated wounds, burns, ulceration and certain diseases of the 
skin... Variant bacterial strains showing induced resistance to \ 
sulfathiazole, penicillin or streptomycin are as susceptible 4 

to nitrofurazone as their parent strains . . .” Furacin® brand 4 
of nitrofurazone, is available as Furacin Soluble Dressing 
(N.N.R.) and Furacin Solution (N.N.R.) containing 0.2 per 


cent Furacin. These preparations are indicated for topical 4g 
application in the prophylaxis or treatment of infections of di 
wounds, second and third degree burns, cutaneous ri 

ulcers, pyodermas and skin grafts. Literature on request. a4 


EATON LABORATORIES, INC., NORWICH, N.Y. 
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centrations of penicillin directly at 
the site of vaginal infection, achiev- 
ing optimal efficacy of the drug in 


cervicitis and other gynecologic 


conditions." P. ELVI CLN. S 


provide 100,000 units of crystalline penicillin G (potassium salt) 


in each suppository. Even where primary pathogens are not 
penicillin-sensitive, PELVICINS are of proved value 


in the elimination of susceptible secondary invaders, there- 


by enhancing the effectiveness of such additional medical or 


surgical measures as may be indicated. F. ELVI CINS 


are supplied in boxes of 6 and 12, in- 


dividually wrapped in aluminum foil. 


1. Walter, R. I.; Goldberger, M. A.; and Lapid, L. S.: 


New York State J. Med. 48: 1159 (May 15) 1948. 


Schenley LABORATORIES, INC. 
850 FIFTH AVENUE, NEW YORK I, N.Y. 


© Schenley Laboratories, Inc. 


wax coating on the package itself. ©) 


Batra 
Feature 


Additional protection against 


moisture is provided by a special 
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“MERCURIAL DIURETICS IN HEART FAILURE.—... They often 
yield splendid results in individuals in whom physical signs of 
dropsy are lacking but water retention is demonstrated by the 
large loss of weight that follows the administration of a diuretic.” 
Fishberg, A. M.: Heart Failure, 2nd Ed., Phila., Lea & Febiger, 1946, p. 733. 


“IN PERSONS WITH HYPERTENSION and in instances of heart 
failure with pulmonary congestion but without peripheral 
edema, mercurial diuretics may be helpful in hastening the loss 
of sodium or in permitting a somewhat more liberal diet. ... 
In most cases hypertensive patients with normal blood urea 
levels can be safely tried on sodium depletion.” 

The Treatment of Hypertension, editorial, J. A. M. A. 135:576 (Nov. 1) 1947. 


@ 


“... [By] the more frequent usage of the mercurials in cardiac 
dyspnea the attending physician ... PROLONGS THE LIFE AND 
COMFORT of his patient.” 

Donovan, M. A.: New York State J. Med. 45:1756 (Aug. 15) 1945. 


MERCUMYDRI 


Meralluride Sodium Solution 
well lolercaled locally, a diurelic of chotce 


e “Local effects of intramuscular injection. ... The results 
strongly favored MERCUHYDRIN.” 
Modell, W., Gold, H. and Clarke, D. A.: J. Pharm. & Exper. Therap. 84:284 (July) 1945. 


NIXYGAHNOAANWN 


@ “The authors favor the administration of mercury intramuscularly 
rather than intravenously and for this purpose employ 
preparations such as MERCUHYDRIN.” 
Thorn, G. W. and Tyler, F. H.: Med. Clin. North America (Sept.) 1947, p. 1081. 

e “The results of our experiments suggest that the greatest 
cardiac toleration for a mercurial diuretic occurs with 
MERCUHYDRIN.” 

Chapman D. W. and Shaffer, C. F.: Arch. Internal Med. 79:449, 1947. 
@ “We have limited the use of chemical diuretics almost 


entirely to... MERCUHYDRIN.” 
Weiser, F. A.: Grace Hospital Bulletin, Detroit (Jan.) 1947, p. 25. 
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under TREATMENT 


PATIENT 


Distressing symptoms of urinary tract infec- 
tion such as urinary frequency, pain and 
burning on urination can be relieved prompt- 
ly in a high percentage of patients through 
the simple procedure of administering Pyri- 
dium orally. 

With this easy-to-administer and safe uri- 
nary analgesic, physicians can often provide 
their patients with almost immediate relief 
from distressing urinary symptoms during 


PYRIDIUM’ 


(Brand of Phenylazo-diamino-pyridine HCl) 


MERCK & CO., Ine. 


In Canada: MERCK & CO., Ltd. 


RAHWAY, N. J. 
Manufacturing Chemists 


Montreal, Que. 


ENJOYS 
from distressing 
URINARY SYMPTOMS 


the time that other therapeutic measures are 
directed toward alleviating the underlying 
condition. 

Pyridium is virtually nontoxic in thera- 
peutic dosage and can be administered 
concomitantly with streptomycin, penicillin, 
sulfonamides, or other specific therapy. 


The complete story of Pyridium and its 
clinical use is available on request. 


Pyridium is the trade-mark of 
the Pyridium Corporation for 


diamino-pyridine HCI. Merck 
& Co., Inc., sole distributors 


its Brand of Phenylazo- | 
in the United States. | 
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In the J.A.M.A.- ‘QUERIES AND MINOR NOTES”... 


an authority lists eight specifications for a 


preparation to use in the nose: 


1 Ic “should have a moderate decongestant effect.” 
2 ik “may contain . . . penicillin.” 


3 Ic “should not vary greatly in... pH (5.5 to 6.5) 
from that of normal nasal secretions.” 


4 “Nor... be harmful to ciliary action.” 
ry 

5 It “should not injure the nasal mucosa.”’ 

6 It ‘should be isotonic with the blood.”’ 


7 Ic “should not cause undue secondary 
side reactions.” 


8 It should not “‘cause the blood pressure 
to rise unduly.” 


Each of these specifications 


is fulfilled by 


the penicillin-vasoconstrictor combination for intranasal use* 


For samples and full information, write Par-Pen 
on your prescription blank and mail it to us at 
1530 Spring Garden St., Philadelphia 1, Pa. 


Smith, Kline & French Laboratories, Philadelphia 


*Sodium crystalline penicillin, 500 units per cc.; 
Paredrine hydrobromide 1% 


= 
A 


16 


SOUTHERN MEDICAL JOURNAL 


A soluble concentrated solution of 
organic iron with aqueous liver 
concentrate and vitamin B com- 
plex factors ... may be adminis- 
tered undiluted ...or may be 
quickly dissolved in water, infant 
formulas, milk, juices, soups and 
other liquid or semi-liquid foods 
without appreciably altering taste 
of the foods. 


liver - iron b complex 


in easy-to-administer, Each ce. (approx. 25 drops 


palatable drop form from dropper) provides: 


... excellent in pediatrics Liver fraction 
5 Gm. liver 
also well suited for adults . 
Yeast 0.5 Gm. 
Iron 


(as iron peptonate) 20 mg. 
Thiamine (B,) ......... 3 mg. 
Riboflavin (B,)........ 1 mg. 


| Niacinamide .......... 10 mg. 


Pyridoxine (B,) ..... 1 mg. 


d-Calcium Panto- 
thenate 2M. 


in a vanilla flavored and 
sweetened base. 


u. S. vitamin corporation 
casimir funk laboratories, inc. (affiliate) 


new york, n. y. 
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MICROBES NEVER SLEEP 


Pathogenic bacteria soon intrude on sterile surroundings in 
their endless search for a favorable environment in which 
to grow and multiply. Even after the most painstaking 
aseptic precautions have been taken, elusive micro-organisms 
sometimes attack when least expected. Surgeons usually 
employ an effective, well-tolerated antibacterial agent to 
minimize the chance of postoperative infection. 

Continuous research is directed toward elimination of _ 
infection. Chemists synthesize, bacteriologists test, and clinicians 
continue to evaluate promising compounds. Search is 
made for more effective preparations which are lethal to 
bacteria but harmless to delicate tissue cells. 

In the Lilly Research Laboratories, qualified specialists are 
concerned with various phases of antisepsis. Some devote 
their attention to activities that insure the high quality 
of the antibacterial agents now produced. Others are searching 
for and testing new compounds. In this way are reliable 
products made available to the medical profession. 


Sut ly 


LILLY SPECIALISTS SERVE THE MEDICAL PROFESSION 


| 


SOLUTION 
THIOLATE, 


ME TINCTURE 


Ethyi Mercuri 


Antibacterial Action Is Not Enough 


Many compounds are antibacterial. If killing or inhibiting 
bacterial growth were the only consideration, there would be no 
problem. Unfortunately, most antibacterial agents possess disadvan- 
tages which limit their range of usefulness. 

In selecting an antibacterial preparation for general clinical use, 
physicians are guided by several important considerations. The 
compound must provide both a quick and a sustained antibacterial 
action. It must be compatible with body tissues and fluids. It 
must be nonirritating. It should not be inactivated by soap or in the 
presence of serum. These important requisites are met by ‘Merthiolate 
(Sodium Ethyl Mercuri Thiosalicylate, Lilly), which may be used 
effectively and safely on any part of the human body. 

Preparations of ‘Merthiolate’ include Tincture, 1:1,000; Solution, 
1:1,000; Jelly, 1:1,000; Ointment, 1:1,000; Suppositories, 1:1,000; 
and Ophthalmic Ointment, 1:5,000. 


Gitty 


ELI LILLY AND COMPANY, INDIANAPOLIS 6, INDIANA, U.S.A. 


x. 
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PROLUTON | 


(PROGESTERONE U.S.P. 


For the woman prone to abort, the administration of PROoLUTON* 
(Schering’s pure progesterone) during the second half of the men- 
strual cycle in anticipation of pregnancy, and, in the event of preg- 
nancy, continuation of therapy, greatly increases the chances of 
obtaining a living child.' Following nidation, continued develop- 
ment requires an adequate supply of corpus luteum hormone. In 
Mason’s* series of 17 patients with one to three previous abortions, 
15 (88%) went to term following the prophylactic administration 
of PRoLUTON. 


Because of its calming effect on the irritated myometrium and influ- 
ence in preserving normal decidual relationship, progesterone is also 
valuable as active therapy of threatened abortion in conjunction with 
customary measures. Thus, PROLUTON was successful in averting the 
threat of abortion in 30 out of 34 patients (or 88% ).* 


DOSAGE: Habitual abortion: Prott ton 5 to 10 mg. three times weekly, 
increasing to 25 mg. at the time of the calculated menses. Threatened abor- 
— Prout To’ 10 to 50 mg. daily until pain and bleeding are completely 

may be d as for habitual abortion. 
PACKAGING: rune TON, Progesterone U.S.P. XIII, in oil for intra- 
muscular injection: in ampuls of 1 cc. containing 1, 2, 5 or 10 mg.: boxes of 3, 
6 and 50; and in multiple-dose vials of 10 cc. containing 10, 25 or 50 mg. per ce.: 
boxes of 1 and 6 vials. 


BIBLIOGRAPHY: (1) Rutherford, R.N.: Am. J. Obst. & Gynec. 512652, 1946. (2) Mason, 
L. W.: Am. J. Obst. & Gynec. 44:630, 1942. 


CORPORATION-BLOOMFIELD, NEW JERSEY 
IN CANADA, SCHERING CORPORATION LIMITED. MONTREAL 
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TWELVE FLUIDOUNCES 


Pat orf. 


A palatable Alumina Gel 
flavored with Bapparmint. 
aan ampholersc colloid in the 
remonal of acid 
Farce from alkalies on albaline sarths, 
FLUID ANTACID 


AVERAGE DOSE—One or two teospoontuls 

(4 to 8 cc.) undiluted or with a little water, 

fo be taken five or six times daily, between 
meals ond on retiring. 


SHAKE WELL 
KEEP TIGHTLY CLOSED 


Migedh 
PHILADELPHIA, PA. 


PRINTED 


IN THE MEDICAL MANAGEMENT OF PEPTIC ULCER 


April 1949 


= 
PKG. 
ALUMINUM HYDROXIDE GEL = 
ALUMINA GEL 
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Prompt, complete and persistent relief 
in bronchial asthma and associated 
conditions. 


85%-90% effective symptomatic relief 
in over 1400 patients. 


“Inconspicuous side effects.”! 


ITS NAME IS NETHAPH 4 


. The facts are substantiated by conclusive clin.- 1 
evidence .. . eight years of exacting study of Nethaphyl 
in bronchial asthma and associated conditions.!:*3 
Write now for further information and a clinical 
supply of Nethaphyl Capsules. Observe the high 
degree of effectiveness and the negligible side 
effects of Nethaphy] in your most difficult asthmatic 
patients. 


1.—Hansel, F. K.: Nethaphyl in the treatment of nasal allergy and 

bronchial asthma. Ann. Allergy, 5:397 (1947). 2—Hansel, F. K.: 

Nethamine hydrochloride and theophylline isobutanolamine in the 

treatment of nasal allergy and asthma. Ann. Allergy, 1:199-207 (1943). 

i= coal S. W.: Nethaphyl in bronchial asthma. Ann. Allergy, 6:662- 
3 (1948). 


CINCINNATI U.S.A. 


> 
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for children... 


4 
ESKAPHEN B ELIXIR { Its fluid form é 
makes it easy 
to take. 
i 
i Its good taste makes \ 
it pleasant to take. 
ox 
; 4 is supplemented by 
‘ ; the tone-restoring effect 
3 of thiamine. j 
. 
And this is important, too: Parents who “‘know all about 


phenobarbital’’—and might be upset at the idea of giving it 
to their children—won’t know you are prescribing 


phenobarbital when you write EsKaPHEN B E 


Smith, Kline & French Laboratories, Philadelphia 
Each teaspoonful 


ELIXIR 


oe. 


The delightfully palatable 
combination of 

4 

3 


phenobarbital and thiamine 


April 1949 
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Crystalline Sodium Penicillin G 


“Crystalline preparations designated as 
Crystalline Penicillin G are required to 
contain 90 per cent of G. . . the sodium 
salt to have a potency of not less than 
1500 units per milligram”— New and 
Nonofficial Remedies. American Medical 
Association, Chicago, Illinois, 1947. p. 145. 


Bristol Crystalline Sodium Penicillin G is 
available in 20 cc. vials containing 100,000, 
200,000, or 500,000 units. Refrigeration in 
storage is not required. Sterile solutions 
are readily prepared by a simple injection 


of the diluent—normal saline solution, 
pyrogen-free distilled water, or 5 per cent 
dextrose solution—through the rubber cap 
of the vial. Solutions, once prepared, 
should be kept refrigerated and used within 
three days. 


LABORATORIES INC 
SYRACUSE, NEW YORK 


i 
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* 


Closes 


Package Description 
Dosage: Two teaspoonfuls of Gelusil* 
Antacid Adsorbent (liquid) or two 
Gelusil® tablets may be given between 
meals as often as necessary to relieve 
symptoms of hyperacidity and promote 
recovery. Gelusil® tablets are par- 
ticularly adaptable for the ambulant 
patient. 

Package Information 
poms Antacid Adsorbent is supplied in 
bores 6 and 12 fluidounces. 


Gelusil*® Antacid Adsorbent tablets are sup- 
plied in bottles of 50, 100 and 1000. 


Patients with stomach disorders are generally squeamish about 
their foods or medicines. Your patient's battle is half won if he 
can look forward with pleasant anticipation to ‘taking his medicine’ 
instead of being upset or annoyed at the prospect. With the obstacle 
of objectionable taste eliminated and the patient in the proper frame 
of mind, the ameliorative action of pleasant-tasting Gelusil* Antacid 
Adsorbent is consequently enhanced. Relief is almost immediate 
with Gelusil* Antacid Adsorbent and unlike ordinary alumina gels, 
it leaves the patient practically free of constipating after-effects. 


Indications: Gelusil* Antacid Adsorbent is indicated for the 
relief of gastric hyperacidity resulting from dietary indiscretions, 
nervous or emotional disturbances, food intolerances or in peptic 
ulcer therapy. 

*T. M. Reg. U. S. Pat. Off. 


GELUSIL 


WILLIAM R. WARNER & CO., INC. New York ¢ St. Louis 
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“Much smaller doses of androgen can be given if it is slowly 
absorbed in the mouth (than by ingestion) as the drug goes directly 
into circulation, thus preventing large amounts of the drug being 
destroyed in the liver.” 


This efficient absorption is made possible by the Metandren Linguet 
— specially designed to dissolve slowly in the space between cheek 
and gum or under the tongue. As a result, the dosage of methyl- 
testosterone need be only about one-half that required when this 
male sex hormone is ingested in tablet form. 


Adult maintenance dosage is from two to four 5-mg. Linguets daily. 
Most children need only one-half to one 5-mg. Linguet daily. 


© Literature on request. 
1» Habel, J. M., Jr.: Va. Med. Monthly, October 1948. 


Meranpren LincuEts, § mg. (white) scored; 10 mg. (yellow) scored — 
in bottles of 30, 100 and 500. 


Ciba PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 


METANDREN, LINGUETS — Trade Marks Reg. U.S. Pat. Off. 2/1437 


/ Low\ cost | 3 
affective 
| MALE HORMONE THERAPY 
@ | 
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b 


minimal risk 
of salicylism! 


By synergistic enhancement of the therapeutic efficacy of 
the antirheumatic agents in Pabalate, a higher and 
adequate salicylate titer is achieved from smaller dosage. 
Thus, the usual danger of such distressing side 
actions as (a) visual and mental disturbance, 
(4) dizziness, (c) sweating, (d) ringing in the 
ears, and (e) hyperpnea, following ordinary 
salicylate therapy, is now greatly minimized. 
Pabalate Tablets, furthermore, are coated to 
prevent gastric irritation and to assure 
maximal toleration and patient cooperation. 


a 
— 
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higher salicylate blood 
levels on lower salicylate 
dosage... 


“Dramatic and complete clinical response 
rheumatic affections have been observed ig a 
combination of para-aminobenzoic acid with 
salicylates. Recent studies have established 
para-aminobenzoic acid not only as an effective 
antirheumatic, causing “fall in temperature 

and relief of the joint pains,””* but also as 

acting synergistically with the salicylates**— 
increasing blood salicylate levels “two to five times”* 
by reducing the salicyl ion’s urinary excretion.** 
Now, in the new Pabalate, Robins’ research makes - 

} this potent combination available for the management 
of the arthritides—with minimal risk of salicylism! 

| Your pharmacist has it (or can secure it) 

for your prescription. 


992 in 


REFERENCES: 1. Rosenblum, H. and Fraser, L. E.: Proc. Soc. Exper. 
Biol. Med., 65:178, 1947. 2. Dry T. J. et al.: Proc. Staff Meetings, 

Mayo Clinic, 21 :497, 1946. 3. Belisle, M.: Union Med. Can., 77 :392, 1948. 
4. Dorfman, A. et al.: Proc. Soc. Exper. Biol. Med., 64:357, 1947. 


A. H. ROBINS CO., INC. - RICHMOND 20, VA. 
Ethical Pharmaceuticals of Merit since 1878 


USES: Rheumatoid arthritis; FORMULA: Each enteric- 
rheumatic fever; fibrositis; gout, coated: tablet contains Sodium 
osteo-arthritis. Salicylate, U.S.P. (5 gr.), 0.3 gm.;. 


DOSAGE: Two to three enteric- ms ole 


coated tablets every three to four “ 
hours, without sodium bicarbonate. SUPPLIED: In bottles of 100 


tablets. 
For Arthritic Affections 


A.H. ROBINS CO. Inc 
RICHMOND VIRCINIA 
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re common cause of 
bar readily eradicated by Devegan. 
FurtheFnore, Devegan restores the normal vaginal 
he flora’ and pH level, relieves irritation, and 
a eliminates the offensive leukorrheal discharge. 
CF Powder for insufflation at the office (10 Gm. 
: vials, 1 oz. and 8 oz. bottles). Tablets for 
_patient’s use at home (boxes of 25 and 250). 


EFFECTIVE COMBINATION TREATMENT FOR LEUKORRHEA 


| 
— 
1% 
| D V i | 
=<. 
' INC. 
New 13, N.Y. Winosor, Ont. 
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Clinically proved... 


therefore preferred 


truly therapeutic dosages of all 
the individual vitamins known to 


be essential in human nutrition. 


THERAPEUTIC FORMULA 


VITAMIN CAPSULES 


| 
SQUIBB 
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CHOBILE provides a physio- 
logic basis for treatment of 
constipation of biliary origin 
— often a vicious cycle in 
persons past 40. 

Since the concept of biliary 
constipation is based on the 
principle of reduced bile flow 
and colon water balance,! 
CHOBILE helps meet the 
problem of breaking the vi- 
cious cycle by supplying a 
true choleretic plus a hydro- 
choleretic. Thus a duality of 
action is produced: (1) a bili- 
ary flush is promoted and 
(2) dehydration of the stool 
is prevented by maintaining 
colon water balance. 


Each CHOBILE tabule con- 
tains 12 grs. of Ketocholanic 
Acids plus 1'2 grs. of Cholic 
Acid conjugated as Sodium 
Glycocholate and Sodium 
Taurocholate. 

1Gauss, H. J.: J. Dig. Dis. 10: 141- 


April 1949 
pv Qf BIL 
& 


Vol. 42 No. 4 SOUTHERN MEDICAL JOURNAL 


FOODS AND 
NUTRITION 


One measure of powder + 2 ounces water = 2 ounces of 


normal formula — 20 calories per ounce 


measure included in each can CG 


32 Could you use an extra key case, Doctor — for that 
second set of cor keys? We will be glad to send 
you one, of good solid leather, if you'll PRINT 
your name and address below. 


SIMILAC DIVISION 


M & R DIETETIC LABS. INC. 
COLUMBUS 16, OHIO 


NAME__ 
ADDRESS____ 
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E = eeeeeeer#e eee 
— 
© 
by 
' 
’ 
' 
' 


30 


SOUTHERN MEDICAL JOURNAL April 1949 


if she is one of your patients... 


...She depends on your help for a speedy return to gainful occupation. 
Women seeking employment who are nervous, apprehensive and 
generally distressed by symptoms of the climacteric, may find it difficult 
to meet competition. “Premarin” offers a solution. Many thousand 
physicians prescribe this naturally-occurring, oral estrogen because... 


1. Prompt symptomatic improvement usually follows therapy. 
2. Untoward side-effects are seldom noted. 
3. The sense of well-being so frequently reported tends to quickly 
restore the patient's confidence and normal efficiency. 
4. This ‘‘Plus’’ (the sense of well-being enjoyed by the patient) 
is conducive to a highly satisfactory patient-doctor relationship. 
5. Four potencies provide flexibility of dosage: 2.5 mg., 1.25 mg., 
0.625 mg. and 0.3 mg. tablets; also in liquid form, 0.625 mg. 
in each 4 cc. (1 teaspoonful). 


While sodium estrone sulfate is the principal 

estrogen in “Premarin,” other equine estro- 
gens...estradiol, equilin, equilenin, hippulin 
-+.are probably also present in varying 
amounts as water-soluble conjugates. ® a 


ESTROGENIC SUBSTANCES (WATER-SOLUBLE) 
also known as CONJUGATED ESTROGENS (equine) 


Ayerst, McKenna & Harrison Limited 22 East 40th Street, New York 16, New York 
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Edrisal is a significant advance over ordinary 
analgesics—it is the only analgesic containing 
Benzedrine* Sulfate, the rational anti-depressant. 
Thus Edrisal, besides relieving pain promptly, 

also brightens your pain-depressed patient’s mood. 
No wonder so many physicians find Edrisal 

highly effective in a wide range 

of conditions characterized by pain, 

and by the depression that 

almest always accompanies pain. 

Each Edrisal tablet contains acetylsalicylic acid (2.5 gr.), 
phenacetin (2.5 gr.), and ‘Benzedrine’ Sulfate (2.5 mg.). 


For samples and full information, write us at 


437 Arch St., Philadelphia 5, Pa. 
*T.M. Reg. U.S. Pat. Off. for 


racemic amphetamine sulfate, S.K.F. 


Smith, Kline & French Laboratories, 
Philadelphia 


its dual action relieves pain, lifts 


i 
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ymptomatic amebiasis 


4 lem in pu 


bivc 


Endameba This organism harbored by 13,000, 000 
in the United States. "U nfortunately, the necessity of treating asymptomatic 
patients is not realized in of.the fact that these patients may 


‘on identification of the causative organs ‘in stool 
mens or ‘its from areas of intestinal mucosa 


amebicidal in asymptomatic amebiasis — and ted symptomatic form 
as well — ying both cystic and trophozoite forms. Prompt anil intensive 
‘ees of intestinal lesions. 


r. bottles of 25 and 100 Gm. 


. 
4 
if 
a major prot 
Bischolh 
; 
A course of ANAYODIN therapy consists of 1 to 4 pills three times daily pat 
meals for seven to fourteen days. Course may be repeated after ip 
ERNST BISCHOPF COMPANY. INC -INORYTON, CONNECTICUT 


... THEY CAN 
AND SHOULD BE 
CORRECTED 


Bots human and cow’s milk fail to pro- 
vide sufficient amounts of practically 
all essential vitamin B factors for opti- 
mum nutrition in the average diet of 
early infancy. 

The‘gap (shown in gray) between 
optimal levels of these vitamins and 
the amounts supplied by human milk 
(shown in red) is illustrated in the chart 
to the right. White’s Multi-Beta Liquid 
is specifically formulated to correct these 
“nutritional gaps”’ in the infant diet. ' 


wi 


be 


be 
THIAMINE 


“Ir 1s .* suggested that the diet of 


normal neonatal infants, as well as pre- . 


matures, be supplemented by the addi- 
tion of B complex vitamins to both 
breast-fed and artifically-fed infants 
from the onset of feeding.” 

Kasdon, S. C. and Cornell, E. L.: Vita- 


min B Complex ‘in Neonatal Feedi 
Am. Jl. Obs. & Gyn. 56:253 (Nov.) 1948. 


RIBOFLAVIN 


friconni 


White’s Multi-Beta Liquid, in a dos- 

e of five drops or more daily, raises 
the infant’s intake of all clinically im- 
portant vitamin B factors to adequate 
protective levels. Notably stable, non- 
alcoholic, freely soluble in milk mix- 
tures and orange juice. White Labora- 
tories, Inc., Pharmaceutical Manufac- 
turers, Newark 7, N. J. 


Whales Multi-Beta Liquid 


ONE OF Whilii INTEGRATED PEDIATRIC VITAMIN FORMULAS 


be 


These are nutritional gaps in human milk | 
| Level of safe daily allowances * 4 
| 
| 


water miscible 

all essential vitamins 
disperses quickly, completely 
readily absorbed 

pleasant flavor 

Stable 

economical 

non-alcoholic 


Now these advantages are all available to physicians in this 
single, pleasantly flavored, aqueous multiple-vitamin formula 


M U LT i -Vi in “drop dosage” form. The vitamin D content is Vitamin D; 
which, unlike viosterol, is chemically identical with the Vitamin 

D of cod liver oil. Provides average infant with adequate pro- 

Li Q U t D tective amounts of all clinically important vitamins at a cost 


of about two cents per day. In bottles of 10 and 30 cc. 
WHITE LABORATORIES, Inc., Pharmaceutical Manufacturers, Newark 7,N. J. 


One of 
iatri 0.4 milligrams 
formulas 10.0 milligrams 
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A schematic illustration of the probable action of antihistaminic drugs such as Neohetramine q 
whereby they cover the cells of the shock tissue with a protective film and block histamine action. 
From the new motion picture film ‘‘ Allergy’ produced by WYETH INCORPORATED. 


To bring new safety to the 
treatment of hay fever... 


Neohetramine is less toxic than other available antihistaminics; its 
lower toxicity is quantitatively more pronounced than its lower ‘ 
effectiveness. 

And Neohetramine may be useful in patients in whom the other 
drugs produce marked sedation or other undesirable side-actions. 

So prescribe Neohetramine to bring new safety to the treatment 
of hay fever and other allergic conditions. 
Supplied—Tablets 25 mg., 50 mg., and 100 mg. Syrup 6.25 mg. 

per cc. 16-oz. bottles. 


Prescribe 
2 N h t ® 
eohetramine 
HYDROCHLORIDE 
® Brand of Thonzylamine Hydrochloride 
the It's Safe —It's Effective 
Inc., for its brand ot Thonzylamine. N, N-dimethyl- ethylenediamine 
monohydrochloride, made by Nepera Chemucal Company, Inc 
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For a lady 


in distress 


‘Dexedrine’ Sulfate 


relieves 


much of the distress 
of the menopause... 
by reawakening the 


patient’s optimism 
and mental alertness 
... by restoring her feeling of energy and 
well-being... by reviving her interest 

in life and living. 

‘Dexedrine’ produces a uniquely 

“smooth” anti-depressant effect. Unlike 
d-desoxyephedrine, it can be depended upon 
to improve the mood and brighten the 
outlook without giving the patient the 
uncomfortable feeling of “drug stimulation”. 


Dexedrine’® Sulfate tases 


The anti-depressant of choice 


in the menopause 


Smith, Kline & French Laboratories, Philadelphia 


*T, M. Reg. U. S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 
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Quarter-sected tablets, 

each containing 

Hyoscyamine HBr, 0.4507 mg., 
Atropine sulfate, 0.0372 mg., 
Scopolamine HBr, 0.0119 mg. 


indication 


Symptomatic treatment 
of postencephalitic or 
arteriosclerotic parkin- 
sonism. Precise formula 
and pure ingredients 
make dosage easy to 
control. Dose must be 
determined separately for 
each individual case. 


Supplied: Bottles of 100 
and 1,000 tablets. 


Sharp & Dohme, 
Philadelphia 1. Pa. 


SHARP 
eDOHME 


Relieves or diminishes tremor, 
rigidity, sialorrhea, torsion 

spasms and other symptoms of 
parkinsonism or paralysis agitans. 


rah 
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1. RAPID ESTROGENIC EFFECT 
2. PROLONGED DEPOT ACTION 


@ Dissolved estrogens for rapid action—plus a central implant for an 
effect lasting approximately a month. 


@ Parenteral therapy with estrogenic substances derived from natural 
sources at a cost no greater than that of oral medications. 


@ Permits gradual adjustment to postmenopausal estrogen levels... 
avoiding minimal likelihood of withdrawal bleeding. 


@ Unique vehicle—dry syringe not required. . syringes easily cleaned 
after use ... microplatelets pass readily through a 26-gauge needle. 
SUPPLIED: estrucenone* 50,000 I.U. estrone (5 mg.) per cc.: 5-cc. multi- 


ple-dose vials. estrucenone 20,000 I.U. estrone (2 mg.) per ce.: 5-ce. vials; 
l-cc. ampuls, boxes of 25. 


Fusponsion ESTRUGENONE 


ey TRADEMARK 


50,000 I.U. estrone (5 mg.) per cc. 
with benzyl alcohol 2% 


GED BENEFIT 


RAPID AN 


PROLO 
ta 


Box 2038.......MILWAUKEE 1, WISCONSIN 


(ESTROGENIC SUBSTANCES, WATER INSOLUBLE) 


Established 1894 


*Exclusive trademark of Kremers-Urban Co. 
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Infancy 


. addition of vitamin B complex 
to the diet of normal neonatal infants 
results in a significant increase in 
weight gain...It is therefore suggested 
that the diet... be supplemented by 
the addition of B complex vitamins 
. » . from the onset of feeding.” 


—Kasdon, S. C., and Cornell, E.L.: Am. 
J. Obst. & Gynec. 56: 853 (1948). 


Childhood and Adolescence 


nutritional deficiency may occur in 
children and adolescents much more 
commonly than previously supposed.” 


—Biskind, M. S., and Williams, R. R.: 
Am. J. Digest. Dis. 14: 121 (1947). 


Lactation 


“,.. the B complex given during the 
antenatal period may contribute to 
lactation by improvement in the 
general nutritional state.”’ 


—Brougher, J. C.: West. J. Surg. 52: 
274 (1944) 


VITAMIN B COMPLEX 
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Old Age 


“The teeth, gastric acidity, probably 
absorptive powers, vitamin storage — 
all begin to fail with age." 

—Touhy, E.: in Handbook of Nutrition. 


Chicago, American Medical Associa- 
tion, 1943; p. 384. 


“FORTIFIED YEAST EXTRACT. 


is a highly concentrated aqueous 
extract of specially cultured yeast, 
providing whole natural vitamin B 
complex fortified with important 


crystalline B factors. 

Each teaspoonful (5 cc.) contains not less than: 
Thiamine Hydrochloride......... 2.0 mg. 
20.0 mg. 
Calcium Pantothenate............ 1.0 mg. 
Pyridoxine Hydrochloride ....... 0.5 mg. 


Plus other B vitamins presentin yeast extract. 

Palatable * Potent * Readily Absorbed 

supruieD: Bottles of 4 fl. oz. and 1 pt. 
Also available: 

KINNEY’S FORTIFIED YEAST TABLETS, 

bottles of 100 and 1,000 tablets, 


KINNEY & COMPANY 


(Avnney’) 


Prescription Products 


COLUMBUS 


INDIANA 
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MANDELAMINE,’ a distinct chemi- 
cal combination of methenamine 
and mandelic acid, ensures maxi- 
mum patient-cooperation through 
its freedom from distressing side- 
effects, and the welcome simplicity 
of the regimen—just 3 or 4 tablets 
taken three times a day is all that 
is required. The absence of drug- 
fastness,' plus other important ad- 
vantages, commends MANDELA- 
MINE to experienced clinicians?:3 
for use in both acute and chronic 
urinary infections. 

suppueo: Enteric-coated tablets of 
0.25 Gm. (3% grains), bottles of 
120, 500, and 1,000. 
*“MANDELAMINE is the registered trade- 
mark of Nepera Chemical Co., Inc., for 


its brand of Hexydaline (methenamine 
mandelate). 


1. Scudi, J. V., and Duca, C. J.: J. Urol. 
(Feb.) 1949. 2. Carroll, G., and Allen, H.N.: 
J. Urol. 55: 674 (1946). 3. Butt, A. J.: J. 
Florida M. A. 35: 430 (1949. 


NEPERA CHEMICAL CO., INC. 


NEPERA PARK + YONKERS 2, N. Y. 


effeetive 
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DUTSTANDING 
FEATURES 


i 2 No dietary or fluid regulation 
3 No supplementary 


of 
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WHAT GOOD ARE THE - 
GENES AND CHROMOSOMES g 
IF THE FETUS IS STARVED? | 


THE LIFE-LINE BETWEEN THE MATERNAL ORGANISM 
AND THE UNBORN MUST BE KEPT OPEN . 
BOTH MUST RECEIVE OPTIMAL NUTRITION— j 
ESPECIALLY OF THOSE CRITICAL SUPPLIES— ; 
CALCIUM, IRON AND THE ESSENTIAL VITAMINS= : 


TO INSURE THE PRICELESS HERITAGE OF SOUND YOUTH. 


OBRON is specially designed for the OB patient. 


Note the 15 grains of dicalcium phosphate* per 


capsule plus the abundance of vitamins in adequate 


amounts to assure continuous flow of these nutrients from 


mother to child. Try OBron on your next OB case. 


ALL IN ONE CAPSULE 


*Dicalcium Phosphate, Anhydrous . ... . « 768mg. 
Ferrous SulphateU.S.P. . . . . « 648mg. 
Vitamin A (Fish-Liver Oil) . . « « 5,000U.S.P. Units 
Vitamin D (Irradiated Ergosterol) . . . . 400U.S.P. Units 
Vitamin B, (Thiamine Hydrochloride) . . . 2g. 
Vitamin B, (Pyridoxine Hydrochloride) . . . 0.5 mg. 
*Equivalent to 15 grains Ditalcium Phosphate Dibydrate 


ONE OF THE ROERIG BALANCED FORMULAE 


Originators of 
Heprtuna* Heptuna Foric Acip * DAaRTHRONOL 


= Jj. B. ROERIG AND COMPANY 
ROERIG 536 LAKE SHORE DRIVE * CHICAGO 11, ILLINOIS 
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OINTMENT 


reported study. Cannon and 


McRae! treated 100 cases of scabies and achieved 
clinical cures in all patients. Sixty-one patients re- 
quired but one application, 36, two applications, 
and the remaining 3, three applications. Subjective 
relief was apparent in 2 to 3 hours in a few patients, 
and was complete in 24 to 48 hours in half the 
patients. No instance of dermatitis was observed, 
and no evidence of sensitivity was obtained on sub- 
sequent testing. Kwell Ointment was applied in the 
presence of secondary infection without adverse 
results; in fact, control of the infestation permitted 
prompt healing of the superimposed dermatitis. 
Equally good results were obtained in a small series 
of pediculosis corporis and pubis. 


outstanding scabicidal 
and pediculicidal proper- 
ties of Kwell Ointment were 


This outstanding performance of Kwell Oint- 
ment has been previously reported.*? Its sound 
clinical and experimental background merit its use 
whenever a diagnosis ofscabies or pediculosis is made. 


Kwell Ointment containing 0.5 per cent of the 
gamma isomer of 1, 2, 3, 4, 5, 6,-hexachlorocyclo- 
hexane is available on prescription in 2 ounce and 
1 pound jars. Literature to physicians on request. 


April 1949 


An 


Outstanding 
Scabicide 


* 1. Cannon, A. Benson, 

and McRae, Marvin 
E.: Treatment of Scabies, 
J-A.M.A. 738:557 (Oct. 23) 
1948. 


2. Wooldridge, W. E.: The 
Gamma Isomer of Hexa- 
chlorocyclohexane in the 
Treatment of Scabies, J. In- 
vest. Dermat. 70:363 (May) 
1948. 


3. Niedelman, M.L.: Treat- 
ment of Common Skin Dis- 
eases in Infants and Chil- 
dren, J. Pediat. 32:566 (May) 
1948. 


CSC. 


A DIVISION OF COMMERCIAL SOLVENTS CORPORATION, 17 EAST 42ND STREET, NEW YORK 17, NEW YORK 
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Your local phar- 
macy stocks 
Neo-Antergan 
in 25-mg. and 
50-mg. tablets, 
supplied in boxes 
of 100 and bot- 
5, tles of 1,000. 


1. EFFICACY Neo-Antergan has provided complete or 
appreciable symptomatic relief in 71 per cent of an accu- 
mulated series of more than 500 cases of hay fever. 


2. WIDE THERAPEUTIC RANGE Neo-Antergan has 
proved effective in relieving allergic symptoms in certain 
patients who had failed to respond to other therapeutic 
measures. 


3. SAFETY It was necessary to discontinue Neo-Antergan 
therapy only in approximately 3.5 per cent of a series of 
over 1,500 patients because of untoward side effects. 


MERCK & CO., Inc. Manufacturing Chemists RAHWAY, N. J. 
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LOROPHYN SUPPOSITORIES 
A method of conception control 
that patients will use faithfully 


The simplicity and esthetic nature of the 
Lorophyn Suppository technic foster high pa- 
tient acceptance with correct and continuous 
use. 

Lorophyn Suppositories are self emulsify- 
ing in aqueous secretions, forming a thick, 
tenacious barrier over the external uterine 
orifice. 

This barrier readily liberates one of the 
most powerful, rapidly-acting spermicides 
known*: phenylmercuric acetate. 


The effectiveness of the simple Loro- 
phyn Suppository technic has recently 
been demonstrated by extensive clinical 
studies: J.A.M.A., 139:16 (Jan. 1) 1949. 
A reprint will be sent upon request. 


“Baker, J. R., Ranson, R. M. & Tynen, J.: Lancet 2:882, 1938 
Eastman, N. J. & Scott, A. B.: Human Fertility 9:33, 1944. 


* contemporary 
sculpture 


Contains phenylmercurie acetate 0.05% and gly- 
ceryl laurate 10% in a water-dispersible wax base. 


NORWICH, NEW YORK * TORONTO, CANADA 
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‘Here’s why you get 
quick results with this intranasal sulfonamide 


A superior vasoconstrictor plus a potent bacteriostatic agent make Paredrine- 
Sulfathiazole Suspension the amazingly effective intranasal preparation that it is. 

Its vasoconstrictor—‘Paredrine Aqueous’—is one of only two proprietary vaso- 
constrictors favorably noted in a report recently issued for the information of the 
Mayo Clinic staff. It produces rapid, complete and prolonged shrinkage—with no 
central nervous effects. 

This superior vasoconstrictor—combined with S.K.F.’s famous ‘Micraform’ sulfa- 
thiazole—forms an outstanding preparation which is unusually effective in the 
treatment of nasal and sinus infections. 


A stable suspension of Micraform (microcrystalline) sulfathiazole, 5%, in an isotonic 
solution of ‘Paredrine’ (p-hydroxy-a-methylphenethylamine, S.K.F.) hydrobromide, 1%. 
Available in 1 fl. oz. (30 cc.) and 12 fl. oz. (355 ce.) bottles. 


Smith, Kline & French Laboratories, Philadelphia 


-Paredrine- 


‘Suspension 
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f Digitalis 

J (Davies, Rose) 
0.1 Gram 


CAUTION: To be | =the 
dispensed only by or 


on the prescription of 
® physician. 


The 
Cardiologist 


is assured of 
Dependability in Digitalis Administration 


e 
Being the powdered leaves made into 
physiologically tested pills, 
all that Digitalis can do, these pills will do. 


Trial package and literature sent to physicians on request. 


DAVIES, ROSE & COMPANY, Limited 


Manufacturing Chemists, Boston 18, Massachusetts 
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in the Right Place 


There need be no lack of precision in the 
clinical administration of estrogens. Their 
physiologic effects are advantageous for three 
general purposes: to develop the genital 


tract, to reduce temporarily the functioning 
of the anterior pituitary, and to counter 
androgenic activity. 


When menopausal symptoms are severe, 
% a precision instrument is Estrogenic 
| Substances-Breon. The solution alleviates 
the vasomotor and nervous symptoms. 


{ In atrophic vaginitis Estrogenic Substances 
tend to restore the vaginal epithelium to 
its normal state, including resistance to 
trauma and infection. 


When post-partum inhibition of lactation is 
required, Estrogenic Substances, used judi- 
ciously, bring relief from engorgement. 


Estrogenic Substances Oil Solution-Breon 
for injection is explicit, often the | 
right agent in the right place. 


Diethylstilbestrol Dipropionate 
Breon is supplied for admin- 


b ‘a =) istration by mouth in Caplets of 
0.2, 0.5, and 1 mg.; for parenteral 
Solution BREON | use the same synthetic estrogen 

' ~— is available in ampuls of 1 mg. 
campuls of 10,000 I.U. per ce 


and multiple dose vials of 
10,000 and 20,000 1.U. per cc. 


KANSAS CITY 
RENSSELAER, 
ATLANTA 
SAN FRANCISCO 
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This powerful disinfecting solution is free from phenol 
(carbolic acid) and mercurials. It is a chlorinated 
phenyl compound that is unusually effective in its 
rapid destruction of commonly encountered vegeta- 
tive bacteria (except tubercle bacilli) as shown in the 


PRICE 
Per Gallon . $5. 00 | 
Per Quart . $1.75 


B-P instrum container No. 300 is 
recommended as the ideal office con- 
tainer for use with the Solution. 


Ask your dealer 


"PARKER, WHITE & HEYL,. NC. 


Danbury, Connecticut 


iif il 


Check these addi‘ional features— 

® Non-injurious to metallic instruments or keen 
surgical edges. 

® Low volatility ... will not irritate eyes, nose 
or throat. 

® Will not stain fabrics, skin or tissue. 


@ Will not dry and fissure hands or skin areas 
if exposed repeatedly. (Chloropheny] is not 


to be used therapeutically.) 
® Stable...will retain potency over long 
periods. 
Compare the killing time of this 
superior bactericidal agent 
Vegetative Bacteria | 50% Dried Blood| Without Blood 
Staph. aureus 15 min. 2 min. 
E. coli 15 min. 3 min. 
Strept. hemolyticus 15 min. 15 sec. 
E R PRODUCT 


April 1949 
For Rapid Disinfection of Instruments) 
: pisintectind 
Instrument 
Affords® PROF ESSIONAL OFFICE 
Medium for W. 
_A_B A RD-PA RK 
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New... High-Potency 
HEPARIN 


5 TIMES ORIGINAL CONCENTRATION 


For Intermittent Injection 


poTENCY) 


m per cc. 
HEPARIN (sodiun 


For Sub 
get cutaneous, Intravenous 
ntramuscular Injection in 


CORONARY THROMB 
OSIS 
THROMBOPHLEBITIS 
PHLEBOTHROMBOSIS 
PULMONARY EMBOLISM 


Simplifies HEPARIN 
Therapy 


EASIER TO ADMINISTER * MORE CONVENIENT ¢ LESS TIME- 
CONSUMING « EASIER TO CONTROL * MORE ECONOMICAL 
* LESS NURSING CARE e FEWER LABORATORY TESTS 


ORGANONINC. { | Orange, N. J. 
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PROTOPLEA 


Whole Mixed Protein plus Whole Liver and Yeast 


140 od 
PROVED P 


BIOLOGICALLY 

SUPERIOR 110 

to casein and dried skim milk, 100 Pe 
recognized as standards in 
protein nutrition—demonstrat- 


ed in growth studies conducted 
by an independent, accredited 
labo: atory. 


TIME IN WEEKS 
i 


PROTOPLEX* provides all the essential and nonessential amino 
acids as present in casein, lactalbumin, primary dried yeast 
U.S.P., and desiccated whole liver. Relatively salt- and fat-free. 


Delicious — taten like cereal...may 


also be incorporated in cakes, biscuits, 
and waffle batters. 


Excellent Tolerance — An extra 


50 to 100 grams of protein daily easily li 
administered. 


SUPPLIED: In 1-lb. packages, available 
through your local pharmacist. 


“Exclusive trademark of Walker Vitamin Products, Inc. 


VITAMIN PRODUCTS, INC., MOUNT VERNON, N. Y. 
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spoonfed ; 


For your discriminating choice 
of a spasmolytic agent, 
these striking characteristics of 
Robins’ Donnatal Elixir 


are particularly noteworthy: ¢ It’s a superior 
spasmolytic in the most varied 
manifestations of visceral 
vagotonia—it suits 

the youngest, oldest, or the 
most finicky “taste.” 


It provides the principal 
natural belladonna alkaloids 
in unvarying optimal 
ratios—is compatible with 
many adjuvant medications. 


It comprehensively combines 
peripheral and central 
sedation—for cass 

eith frogenic 


Br psychogenic etiology. 


It's potent spasmolysis . . . 
spoonfed! 


Each 5cc of Di tal Elixir 
Hyoscyamine Sulfate . .. 0.1037 mg. 
Atropine Sulfate . . . 0.0194 mg. 
Hyoscine Hydrobromide . . . 0.0065 mg. 
Phenobarbital ('4 gr.) .. . 16.2 mg. 


elixir 


Also available 


A. H. Robins Co., inc. 


as 
Donnatal Tablets Ethical Pharmaceuticals of Merit since 1878 


and 
Donnatal Capsules Richmond 20, Va. 


FOR WIDELY APPLICABLE READILY ACCEPTED SPASMOLYTIC THERAPY 
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x 
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water-soluble 
vitamin 


therapy 


{im above the mark to hit th 


“Err on the side of giving an excess, ; 


rather than giving too little,’™ 
urges Jolliffe on vitamin supple- 
mentation. Says Spies: “[Pre- 
scribe it] too soon rather than too 
late.”2. In one small capsule, 
‘Robins’ Allbee with C de- 
livers the B-factors in two 
to fifteen times the mini- 
mum daily requirement* 
plus vitamin C ineight times the 
minimum daily requirement « 
Unmistakably, Allbee with C pro- 
vides a ready means for water- 
soluble vitamin “saturation” 
therapy. 


*or other official recommendations. 


each capsule contains: 
Thiamine Hydrochloride (B;). 15 mg. 


Riboflavin (B2)............... 10 mg. 
Cc Pantoth 10 mg. 
50 mg 
Ascorbic Acid (C)............ 250 mg. 


A.H. Robins Co., inc. Richmond 20, Va. 


ETHICAL PHARMACEUTICALS OF MERIT SINCE 1878 
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New York State J. Med. 
41:1363, 1948, 
2. Spies, T. 
122:299, 1943, 
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GALLBLADDER MANAGEMENT 


 NUBILIC. 


A Less Viscous Bile 


Nubilic presents dehydrocholic acid, the 
efficient hydrocholoretic agent which thins 
the liver bile and flushes the biliary passages. 


A Relaxed Sphincter of Oddi 


To further encourage free drainage, Nubilic 
contains belladonna, which relaxes the 
sphincter of Oddi. This action is further 
enhanced by the central sedation of 
phenobarbital. 


Each NUBILIC Tablet contains: 


Dehydrocholic acid... ..... 0.25 Gm. (334 gr.) 
8 mg. (1% gr.) 


Supplied in bottles of 25, 50 and 100. 


NUMOTIZINE, Inc. 


900 N. Franklin Street, Chicago 10, Illinois 
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Many momentous 
events have occurred 
since The TILDEN Com- 
pany began manufac- 
turing pharmaceuti- 

’ cals 125 years ago. 
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1824 The Tilden Company (Elam Tilden) started manufacture and sale of 
Ointments, Lozenges, Pills, Syrups, Inspissated Juices, and Crude Drugs. 

1825 First Thermometer manufacturer, Kendall, flourished in New Lebanon, N. Y. 

1826 First Steam Locomotive. 

1828 First Railroad. 

1831 First Reaper. 

1837 Telegraph. 

1842 Ether. 

1846 First Sewing Machine. 

1847 The American Medical Association founded. 


1848 First Fluid Extracts Made by Tilden. 
Changed Name from Elam Tilden to Tilden & Company. 

1849 California Gold Rush (just 100 years ago). 

1850 Tilden built and operated a four pot glass bottle plant at New Lebanon, 
through to |870. 

1857 Tilden sugar coated the first pills. 

1858 Tilden opened New York office and store at 99 John Street. 

1859 Tilden printed first Materia Medica. 

1859 First Oil Well. 

1860 Tilden first to coat pills with gelatin. 

1862 Tilden made the first Solid Extract of coffee with cream and sugar. 

1867 Purchase of Alaska. 

1871 Chicago Fire. 

1874 Samuel J. Tilden elected Governor of New York. 

1876 Samuel J. Tilden candidate for President—elected and cheated out of it. 

1877 First Phonograph. 

1880 Tilden built their own telephone line from its offices to Pittsfield, Mass., 


12 miles. This was the only telephone in the town until a telephone 
company was formed in 1894. 


1886 Ten million dollars endowed by Samuel J. Tilden to New York Public 
Library via Tilden-Astor-Lennox Foundation. 


1887 The first successful appendectomy, in Philadelphia. 

1889 Johnstown Flood. 

1893 The Tilden Company Incorporated in New York State and changed name 
from Tilden and Company to The Tilden Company. 
Tilden opened St. Louis office and manufacturing branch. 


1898 Tilden built present offices and laboratory from wood cut off his own land. 
1903 First Movie financed by J. H. Cox and S. J. Tilden Ii. 

1906 Pure Food and Drug Act. 

1906 San Francisco Earthquake and Fire. 

1908 First successful Plane Flight. 

1908 First Automobile. 

1917 U.S. entered World War I. 

1922 Banting discovered insulin. 


1922-1940 Fleming cultivated crude Penicillin, Florey isolated highly active 
drug. 


1932 New Deal. 

1935 Therapeutic effects of Sulfonamides discovered by Domagk. 
1941 War declared. Pearl Harbor, December 7. 

1944 Streptomycin first isolated by Waksman. 

1945 President Harry S. Truman takes office. 

1945 War with Japan ended August |4. 

1948 President Truman elected President. 


125 YEARS OF FAITHFUL SERVICE TO THE f I L D E N 


MEDICAL PROFESSION . . . BY THE OLDEST 


MANUFACTURING PHARMACEUTICAL HOUSE 


PHARMACEUTICALS 


IN AMERICA! FOUNDED 1824 


; 


Vol. 42 No. 4 SOUTHERN MEDICAL JOURNAL 51 


| 
ome 


AUTOLEX 


ENZYME AUTOLYZED 
BREWERS YEAST 


@ RICH SOURCE OF BREWERS YEAST NATU- 
RAL WHOLE VITAMIN B FACTORS, IN 
MORE EASILY AVAILABLE FORM. 


@ SUPPLIES NUTRITIONALLY COMPLETE 
PROTEINS AND AMINO COMPOUNDS. 


@ SUPPLIES EXTRINSIC FACTOR. ADDED 
IRON AIDS ANEMIA USE. 


@ ENZYME, NOT ACID, DIGESTED; WHOLE, 
NOT EXTRACTED. 


@ PALATABLE IN WATER, ADDS PLEASANT 
FLAVOR TO FOODS. 


@ ECONOMICAL IN COST. 


VITAMIN FOOD CoO., INC. 
VITAMIN RESEARCH LABORATORIES, INC. 
187 Sylvan Avenue Newark 4, N. J. 


| | 
| | 
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infusion time... 


MEANS 


more rest time... 
earlier ambulation... 


The high rate of infusion possible with PROTEIN HypRo- 


LYSATE, BAXTER, provides total daily 


ments in from two to four hours. This leaves a good 
portion of the day for rest and recuperation, enabling \ 
the patient to benefit from early ambulation. This is \ 
another example of the benefits of the BAXTER program, i 
which provides the specific solution, the exact equipment 


for any parenteral requirement. 


WRITE for booklet giving full information. 
BAXTER LABORATORIES, Morton Grove, Ill.+* Acton, Ont. 


protein require- 


Protein 
Hydrolysate 


protein hydrolysate 
protein hydrolysate with dextrose 
protein hydrolysate with dextrose and alcohol 


Available only in the 37 states east of the Rockies (except El Paso, Texas) through 


AMERICAN HOSPITAL SUPPLY CORPORATION 
General Offices: Evanston, Illinois 
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The important in theobromine therapy 


For maximum clinical efficiency, 
Theobromine Salicylate (6 grains in 
each tablet of T C S) has an 
exceptionally high solubility in the 
average mild alkalinity of the small 
intestine (86% soluble at pH 7.3) and 
is consequently well absorbed and 
efficient in action. Contrariwise, 
through the addition of calcium 
salicylate (1 grain in each tablet), the 
solubility of Theobromine Salicylate 
in tenth normal hydrochloric acid 
(average gastric acidity) is low and 
the tablet is well tolerated. Each 
tablet of T C S also contains 14 grain 
phenobarbital for desirable mild 
sedation. The average dosage of TCS 
is one tablet three times a day. 
William P. Poythress & Co., Inc., 
Richmond 17, Va. 


Available in 
bottles of 
50 and 250 tablets. 


TABLETS 


OYTHRESS 


RICHMOND e VIRGIN, 
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a complete 


gallbladder 


NEOCHOLAN 


(A BRAND OF DEHYDROCHOLIC ACID COMP.; PHENOBARBITAL AND HOMATROPINE METHYLBROMIDE, P.-M. CO.) 


FOR NONCALCULOUS BILIARY-TRACT STASIS 


Formula: Each tablet of Neocholan contains: 


Dehydrocholic Acid Comp., P.-M. Co................. 265 mg. (4 grs.) 
Dehydrocholic Acid.............. 250 mg. (3 3 4 grs.) 
Homatropine Methylbromide.....................- 1.2 mg. (1/50 gr.) 


Rationale: Neocholan exerts two distinct actions: 
1... Hydrocholeresis—the dehydrocholic acid content stimulates the liver 


to secrete a greatly increased flow of thin, free-flowing bile, thereby tending 
to flush the biliary ductal system. 


2... Sphincter Relaxation—homatropine methylbromide and phenobar- 
bital combine to assure sphincter relaxation so that the bile may discharge 
freely into the duodenum. 


Neocholan, therefore—used in conjunction with appropriate dietary measures— pro- 
vides the complete gallbladder regimen in a single tablet. 


For increased efficiency, ease of administration and economy— 


NEOCHOLAN 


SUPPLIED IN BOTTLES OF 100 TABLETS 


OORE COMPANY 


PHARMACEUTICALS AND BIOLOGICAL CHEMISTS 


$ 
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The active principle 
of Rhus toxicodendron 


olive oil. 


(poison ivy), 1:1000, 
description 


action 


Intramuscular injections of 
IvyoL desensitize the majority 
of individuals susceptible to 
dermatitis from contact with 
poison ivy or poison oak; 
relieve symptoms of Rhus 
dermatitis in many cases. 


SHARP 


DOHME 


poison ivy extract (1:1,000) 


Prophylaxis or treatment 
of poison ivy or poison 
oak dermatitis. 

Supplied in packages of 
one or four 0.5-cc. vials. 
Sharp & Dohme, 
Philadelphia 1, Pa. 
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Where You’ll Find the 
OPPORTUNITY OR THE MAN! 


Our many intimate channels can provide you quickly 
with the kind of information and assistance you want 
. . . Whether you’re seeking the right man to fill an 
important post, or a better opportunity for your own 
training and ability. 


Personal interviews can be arranged during the 
A.M.A. Convention. Please write us today, and in- 
clude an outline of your specific requirements so that 
we may effectively cover every possibility for you. All 
negotiations are conducted in strictest confidence. 


Our roster embraces all the specialties and always has 
a number of outstanding men and opportunities! 


BURNEICE LARSON, Director 
THE MEDICAL BUREAU 
Palmolive Bldg., at 919 N. Michigan Ave. 
CHICAGO---ILLINOIS 


Our booth will be C-22 
during the A.M.A. Convention 
in Atlantic City. 


THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 
(ORGANIZED 1881) 
(The Pioneer Post-Graduate Medical Institution in America) 


EYE, EAR, NOSE and THROAT 


A combined full-time course covering an academic year 
(9 months). It consists of attendance at clinics, wit- 
nessing operations, lectures, demonstration of cases and 
cadaver demonstrations; operative eye, ear, nose and 
throat on the cadaver: head and neck dissection 
(cadaver); clinical and cadaver demonstrations in 
bronchoscopy, laryngeal surgery and surgery for facial 
palsy; refraction; radiology: pathology; bacteriology; 
embryology; physiology; meuro-anatomy; anesthesia; 
physical therapy; allergy: examination of patients 
preoperatively and follow-up postoperatively in the 
wards and clinics. 


For the GENERAL PRACTITIONER 


Intensive full-time instruction covering those subjects 
which are of particular interest to the physician in 
general practice. Fundamentals of the various medical 
and surgical specialties designed as a practical review 
ef established procedures and recent advances in medi- 
cine and surgery. Subjects related to general medicine 
are covered and the surgical departments participate in 
giving fundamental instruction in their specialties. 
Pathology and radiology are included. The class is ex- 
pected to attend departmental and general conferences. 


PROCTOLOGY AND 
GASTROENTEROLOGY 


A combined course comprising attendance at clinics 
and lectures; instruction in examination, diagnosis and 
treatment; witnessing operations; ward rounds; demon- 
stration of cases; pathology; radiology: anatomy; opera- 
tive proctology on the cadaver. 


UROLOGY 


A combined full-time course in Urology, covering an 
academic year (8 months). It comprises instruction in 
pharmacology; physiology; embryology; biochemistry: 
bacteriology and pathology; practical work in surgical 
anatomy and urological operative procedures on the ca- 
daver; regional and general anesthesia (cadaver); office 
gynecology; proctological diagnosis; the use of the oph- 
thalmoscope; physical diagnosis; roentgenological inter- 
pretation; electrocardiographic interpretation; derma- 
tology and syphilology; neurology; physical therapy: 
continuous instruction in cysto-endoscopic diagnosis and 
operative instrumental manipulation; operative surgical 
clinics; demonstrations in the operative instrumental 
management of bladder tumors and other vesical lesions 
as well as endoscopic prostatic resection. 


FOR INFORMATION ADDRESS 
MEDICAL EXECUTIVE OFFICER, 345 West 50th Street, NEW YORK 19, N. Y. 
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How Screen Tests Serve 


THE SCIENCE OF RADIOLOGY 


"THE production of “Patterson” In- 

tensifying and Fluoroscopic Screens 
is an intricate and highly scientific pro- 
cedure controlled by laboratory tech- 
nicians. 


To insure the quality and uniformity 
for which these screens are well known, 
scientific tests are made continuously 
throughout the manufacturing process. 
No minute detail of the operation is 
overlooked, and even the pre-tested 
luminescent chemicals are carefully ana- 
lyzed to make certain that they measure 
up to standards of the science of radi- 
ology. 

In addition, every “Patterson” Screen 
receives a final examination... acheck- 
up for uniformity of speed . . . for ability 
to render detail and contrast... and for 


cou PONT Listen to “CAVALCADE OF AMERICA”—Monday evenings—NBC 


New Patterson plant 

contains improved 

screen testing 
facilities. 


mechanical perfection. It must be en- 
tirely free from dirt, blemishes, marks 
of any kind, or extraneous matter which 
might obscure diagnosis. And this is 
true of every “Patterson” Screen ever 
made. 


Superior radiographs require superior 
skill. But even highest skills require the 
best of “tools.” A fine radiograph can- 
not be produced with a screen in poor 
condition, nor with a cassette which 
does not give perfect contact. That is 
why it is important to specify “Patter- 
son” when ordering new screens or re- 
placing screens that have become dam- 
aged, worn or stained. Your dealer has 
a complete stock. E. I. du Pont de 
Nemours & Co. (Inc.), Patterson Screen 
Div., Towanda, Pa. 


“Patterson” Screens 


The Standard ef Scrceh Quality 
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children 
like to take 


Eskacillin 


the new liquid 


oral 


penicillin 


Your young patients will like to take Eskaeillin because it tastes so good—and 
because it spares them the pain and disturbance of injections. 


Parents and nurses will also welcome Eskaeillin because it relieves them of 
the chore of crushing penicillin tablets and coaxing a sick child to swallow an 
unappealing mixture. 

Each teaspoonful (5 ec.) of ESKACILLIN contains 50,000 units of crystalline 


penicillin G—the same potency as the usual oral penicillin tablet. ESKACILLIN 
is supplied in 2 fl. oz. bottles. 


For full information, write us at 1530 Spring Garden Street, Philadelphia 1, Pa. 
Smith, Kline & French Laboratories 
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STUART CIRCLE HOSPITAL 


413-21 Stuart Circle | 
RICHMOND 20, VIRGINIA 


Medicine: Surgery: 
ALEXANDER G. BROWN. iJ M.D. STUART N. MICHAUX, M.D. 
MANERED CALL, I A, STEPHENS, GRAHAM, MD. 
M. MORRIS PINCKNEY. Mp. ARL SJR. M.D. 
ALEXANDER G. BROWN, III, M.D. CARRINGTON. WILLIAMS .. M.D. 
JOHN D. CALL, M.D. RICHARD A. MICHAUX, M.D. 
Obstetrics and Gynecology: 
WM. DURWOOD SUGGS, MLD. Urological S 
SPOTSWOOD ROBINS, M.D. FRANK POLE, OLE, M.D. 
asi B. CLARY, M.D 
Pediatrics: GUY R. HARRISON, D.D.S. 
Ophthalmology, Otolaryngology: M, HODGES, M 
W. L. MASON, M.D. SNEAD, 
Pathology: HUNTER B. FRISCHKORN, jR., M.D. 
REGENA BECK, MD. RANDAL A. BOYER, M.D. 
Bacteriology: 
FORREST SPINDLE IRMA LIVESAY 


Director: 
CHARLES C. HOUGH 


... provides relief for eight hours or longer... produces 
local anesthesia promotes increased circulation 
in the area, reducing congestion. With Numotizine there is 3 
‘no necessity for frequent changes of dressings. 
\nc. 
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The 
Cincinnati Sanitarium 
Inc. 1873 
For Mental and Nervous Diseases 

A strictly modern hospital fulfy 
equipped for the scientific treatment 
of nervous and mental affections. 
Situation retired and accessible. For 
etails write for descriptive pamphlet. 

Emerson A. North, M.D. 
Charles Kiely, M.D. 


Visiting Consultants 


ELLIOTT OTTE, Business Manager 
Box No. 4, College Hill D. A. Jehnewa, MD. 
CINCINNATI, OHIO Medical Director 


“*REST COTTAGE’’ College Hill, Cincinnati, Ohio 


For purely nerv- 
ous cases, nutri- 
tional errors and 
convalescents. 


Completely 
2quipped for 
iydrotherapy, mas- 
sages, etc. 


Cuisine to meet 
individual needs. 


Emerson A. North, 
M.D. 
Charles Kiely, 
M.D. 
Visiting 
Consultants 
D. A. Johnston, 
be edical 


Director 


Otte, 
No. 4, College 
Hill, Cincinnati, 
Ohio. 
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Charles B. Towns Hospital 


Established 1901 


FOR ALCOHOLISM, NARCOTIC 
and BARBITUATE ADDICTIONS 


Exclusively 

THE TOWNS TREATMENT is a medical and psy- 
chiatric procedure. 
Withdrawal of narcotics, either opiates or synthetics, 
is by gradual reduction and specific medication. 
After 47 years, this treatment is generally accepted 
as standard. 
Physicians and psychiatrists in residency. Trained 
nursing, physio and hydrotherapy staff. 
Patients are assured of complete privacy if desired. 
Length and cost of treatment are pre-determined. 


Advantageously situated facing Central Park. So- 
— and recreation roof. Excellent cuisine and 
ice. 


Literature On Request 


W. D. SILKWORTH EDWARD B. TOWNS 
Medical Supt. Director 


293 Central Park West, New Yerk 24, N. Y. 
SChuyler 4-0770 


Member American Hospital Assoc. 


Our ad also appears in J. A. M. A. and other 
leading medical journals. 


St. Elizabeth’s Hospital 


Richmond 20, Virginia 


STAFF 


Guy W. Horsley, M.D....................General Surgery 
& Gynecology 
Leroy Smith, M.D... Plastic and General Surgery 
D. Coleman Booker, M.D. General Surgery 
& 
Austin I. Dodson, M.D. 
Charles M. Nelson, M. Dp: . . Urology 
Douglas G. Chapman, MD.. Internal Medicine 
Elmer S. Robertson, M.D... Internal Medicine 
Fred M. Hodges, M.D... _....Roentgenology 
L. O. Snead, M.D. - R | 
Hunter B. Frischkorn. ‘Jr., “MD. 
A. Goce, gy 
Howell F. Shannon, D.D.S.... ‘Dental Surgery 
Helen Lorraine _Medical Illustration 


sy 
--Roentgenology 
1 


Administration 
N. E. PATE, Business Manager 
The operating rooms and all of the front bedrooms 
are pletely air-conditi d 


School of Nursing 
The School of Nursing is affiliated with The Johns 


Hopkins Hospital School of Nursing for a three- 
months’ course each in Pediatrics and Obstetrics. 


Address: Director of Nursing Education 


the supervision of a trained therapist. An adequate 


THE CARROL TURNER SANATORIUM 


MEMPHIS, TENNESSEE, Route 6, Box 288 


For the Diagnosis and Treatment of Mental and Nervous Disorders 


Located on the Raleigh-La Grange Road, five miles east of the city limits. Accessible to U.S. 70 (the Bristol High- 
way). 53% acres of wooded land and rolling fields. Equipment new and modern, including the latest equipment for 
electro-shock, physical and hydrotherapy. Special emphasis is laid ge eceupetional and recreational therapy under 


Il gives ion to each patient. 
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One of America’s Fine Institutions . . . 


Dedicated to the Scientific Treatment of Nervous and Mental Disorders .. . 


... Ina Setting of Inviting Friendliness and Simple Grace . . . Elevation 1,200 Feet 
Newdigate M. Owensby, M.D., Psychiatrist-in-Chief 
Dr. J. BROOK HAVEN MANOR SANITARIUM 
Elizabeth Hancock, Psycho-Therapist STONE MOUNTAIN, GA. 


85 Consulting Physicians and Surgeons 
We do not treat acute alcoholic intoxication or nzrcotic addiction 


APPALACHIAN HALL 


ASHEVILLE, NORTH CAROLINA 


An institution for rest, conva'escence, the diagnosis and treatment of nervous and mental disorders, 
alcohol and drug habituation. 

Appalachian Hall is located in Asheville, North Carolina. Asheville justly claims an unexcelled 
all year round climate for health and comfort. All natural curative agents are used, such as 
physiotherapy, occupational therapy, shock therapy, outdocr sports, horseback riding, etc. Five 
beautiful golf courses are available to patients. Ample facilities for classification of patients. Rooms 
single or en suite with every comfort and convenience. 


For rates and further information write Appalachian Hall, Asheville, N. C. 
Wm. Ray Griffin, M.D. M. A. Griffin, M.D. 
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ACUFF CLINIC 


514 West Church Ave. 
KNOXVILLE, TENNESSEE 


ANNOUNCES THE OPENING OF OFFICES 
AT THE ABOVE ADDRESS 


DIAGNOSIS, MEDICINE, SURGERY, ALLIED SPECIALTIES 


The Clinic is equipped with 100 mgm of Radium element and the latest type one 
quarter million volt constant potential X-Ray therapy equipment for the treatment 


of all forms of malignant diseases. 


HILL CREST SANITARIUM 


FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 


Insulin and Electro-Shock Therapy used in Selected Cases. Gradual Reduction Method used 
in the Treatment of Addictions. 
Established in 1925 
Thoroughly modern in architecture and construction. Eight departments—affording proper classification of patients. 
All outside rooms, attractively furnished. Several bathrooms and rooms with private bath on each floor. Also a 
spacious sun parlor in each department. Located on the ercst of Higdon Hill, 1050 feet above sea level, overlooking 
the city, and surrounded by an exp of beautiful wood!and. Ample provision made for diversion and helpful 
occupation. Adequate night and day nursing service main:ained. 


James A. Becton, M.D., Physician-in-charge James Keene Ward, M.D., Associate Physician 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones 9-1151 and 9-1152 
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Auminum PENICILLIN. 


ORAL TABLETS 


Aluminum Penicillin Oral Tablets are clinically effective in the treat- 
ment of penicillin susceptible infections. 

Containing the almost insoluble trivalent aluminum salt (not a mix- 
ture), they provide for maximum utilization of the dose administered. 

Low solubility of Aluminum Penicillin renders it much less liable to 
inactivation in the stomach. Destruction in the intestinal tract is in- 
hibited by the addition of sodium benzoate. Slow conversion to a 
readily absorbed form in the more alkaline conditions of the intestinal 
tract enhances clinical effectiveness. 

Aluminum Penicillin is not toxic in doses far exceeding those used 
therapeutically and does not cause gastric disturbance. 

Detailed information will be sent to physicians on request. 


Specify Aluminum Penicillin Oral Tablets, H.W. & D. 
Supplied in vials of twelve tablets each containing Aluminum 
Penicillin, 50,000 units, and sodium benzoate, 0.3 gram. 
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THE ROLE OF MASSIVE BLOOD TRANS- 
FUSIONS IN THE MANAGEMENT OF 
RUPTURED UTERUS AND OTHER 
SERIOUS OBSTETRIC SHOCK* 


By Curtis J. Lunn, M.S., M.D. 
and 
Frep O. BRUMFIELD, M.D. 
New Orleans, Louisiana 


“Severe shock developed shortly after delivery. An 
infusion of saline was started while preparations were 
made for a transfusion. Five hundred cubic centimeters 
of blood were given without effect and the patient 
expired.” 

This melancholy epitaph of token therapy un- 
fortunately appears on far too many obstetrical 
records. Infection, so long the preponderant 
cause of obstetric deaths, now shares its unenvi- 
able position with hemorrhage as the principal 
cause of maternal mortality. If accurate statis- 
tics were available, the number of deaths from 
hemorrhage would be even greater because seri- 
ous hemorrhage is too often omitted in statis- 
tical reports.' At the present time hemorrhage 
and shock are undoubtedly the most important 
causes of maternal fatalities. 


It is of interest that the science of modern 
blood transfusion had its inception in obstetrics. 
In 1818 James Blundell gave an infusion of 
blood to a woman following postpartum hemor- 
rhage. Approximately a century later obstetri- 
cians began to make practical use of this dis- 
covery and whole blood transfusions have been 
used freely since that time. More recently the 
surgeons have demonstrated that massive 
amounts of blood may be transfused with safety. 


*Read in Section on Obstetrics, Southern Medical Association, 
Annual Meeting, Miami, Florida, October 25-28, 


*From the Department of Obstetrics and Gynecology, Louisiana 
State University School of Medicine and Charity Hospital of 
Louisiana, New Orleans. 


No more do 500 or 1000 c.c. of blood make a 
transfusion than do 10 or 20 units make a stand- 
ard dose of insulin. The amount of blood neces- 
sary is that amount which will rapidly restore 
the normal efficiency of the circulation. This 
may be 1,000 or 10,000 c.c. of blood. Except for 
the reports of Hunt,? Douglas* and Cole’ little 
mention has been made of the need of massive 
blood transfusions in obstetrics. 


The purpose of this paper is to demonstrate 
the value of massive blood tran:fusions in ob- 
stetric hemorrhage and shock. Special mention 
will be made of uterine rupture which in our ex- 
perience can now be more successfully managed 
with the combination of massive transfusions 
and timely surgery. 


TECHNICS OF TRANSFUSION 


Adequate amounts of citrated whole blood 
properly matched for Rh as well as A and B 
substances are always available. No special 
equipment is used for the transfusions. Large 
amounts of blood are safely and quickly given 
with the aid of the common closed transfusion 
bottle with drip attachment. As a rule the 
veins are entered by direct venipuncture al- 
though occasionally it is necessary to cut down 
in order to enter the vein with an 18-gauge 
needle. Sometimes it is necessary to utilize 
veins of both arms and both legs for trans- 
fusion. Blood can be readily given under posi- 
tive pressure by the simplest of methods known 
locally as stripping blood (Fig. 1). This is 
neither a new nor an original method but it is 
very effective. Repeated observations showed 
that 100 c.c. of blood can be given per minute 
through a single transfusion unit when an 18- 
gauge needle is used. With two such units it is 
possible to give about a liter of blood in five 
minutes. 


None of the patients had any ill effects from 
the transfusion. There were no reactions. It 
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has been suggested that the excess citrate usu- 
ally present in stored blood might combine with 
the available calcium in the blood stream and 
prevent coagulation. No such tendency was 
noted clinically or by determination of clotting 
time. 


CASE REPORTS 


Limitations of time and space do not permit a 
complete detailed summary of each case. Many 
interesting and important observations without 
direct bearing on the problem have been inten- 
tionally omitted. However, data of Figs. 2 to 5 
in conjunction with the following case reports 
cover the important features of these patients. 


Case 1 (Fig. 2).—(L43-87148) J. M., a white, un- 
registered achondroplastic dwarf with contractures of 
the lower extremities, para 4-0-4, was admitted June 2, 
1948, with an inevitable late abortion during the 
eighteenth week of gestation. About fourteen hours 
after admission the abortion was completed with the 
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delivery of a 20 cm. macerated fetus with placenta and 
membranes intact. Following this, shock suddenly de- 
veloped associated with continued vaginal bleeding. 
There was no unusual pain. The deformity of the 
legs prevented satisfactory inspection of the cervix, but 
no laceration was seen. The uterus and vagina were 
packed. Following transfusion the blood pressure stabil- 
ized at 110/70, and a tender mass began to develop in 
the left lower abdomen. A diagnosis of ruptured uterus 
was made and a supravaginal hysterectomy and left 
salpingo-oophorectomy were done. The rupture in- 
volved the left lower uterine segment and the uterine 
vein. There was a hematoma of this broad ligament. 
The postoperative course was uneventful. No further 
transfusions were necessary. Puerperal morbidity was 
recorded on the second and third postoperative days. 
No cause for the rupture was found. 


Case 2 (Fig. 3).—(L48-297746) D. L., an unregis- 
tered colored para 3-0-3 was admitted January 17, 1948, 
during the thirty-third week of gestation with a history 
of sudden severe lower abdominal pain and bleeding. 
She had hypertensive toxemia. Fetal heart tones were 
absent. The uterus was rather tense. A diagnosis of 
abruptio placentae was made. The membranes were 


Fig. 1A 


Fig. 1B 


These two figures illustrate the technic of stripping blood under positive pressure. All air is removed from the tubing and 
the transfusion is started through a large needle (18 guage) in the customary manner using any standard apparatus. _The tubing 
below the drip attachment is coated slightly with any lubricating jelly. The fingers of the upper hand (Fig. 1A) pinch off the 
tubing just below the drip attachment. The thumb and forefinger of the lower hand pinch the tubing lightly. The lower hand 
is moved swiftly down the tubing for a distance of two to three feet stripping all of the blood from the tubing through the 
needle. As the end of the stroke is reached (Fig. 1B), pressure is relaxed by the upper hand and a new column of blood fills 
the tubing. Pressure by the fingers of the lower hand is now released and the procedure repeated. Approximately 6-8 cc. of 
blood are stripped in with each stroke. As the system is closed, no air can enter the tubing and there is no danger of forcing 


air into the circulation. 
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ruptured artificially but as labor did not follow, a 
medical induction was begun. Uterine contractions 
were poor and relaxation was incomplete. She began 
to complain of severe left lower quadrant pain, and a 
soft mass was noted alongside the uterus. Now the 
blood pressure began to fall. More blood was given 
rapidly, and a diagnosis of a Couvelaire or ruptured 
uterus was made. Laparotomy revealed a ruptured 
Couvelaire uterus with massive hematoma into the left 
broad ligament and upward along the descending colon. 
A bilateral salpingo-oophorectomy and supravaginal hys- 
terectomy were done. The stillborn fetus weighed 2600 
gms. Six thousand c.c. of blood had now been given 
and the blood pressure returned to earlier levels. Hemo- 
globin was 8 gms. and clotting time was normal (four 
and one-half minutes). Additional blood, 1500 c.c., 
Was necessary to correct the anemia. The puerperium 
was morbid and complicated by bronchopneumonia. She 
was discharged on the twelfth day in good condition. 


Case 3 (Fig. 4). —(L42-52773) V. C., a registered col- 
ored para 5-1-4, was admitted at term pregnancy on 
January 24, 1948. After a four-hour labor she deliv- 
ered spontaneously a living infant weighing 3060 gms. 
Blood loss was estimated at 200 c.c. During the next 
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two hours 300 c.c. additional blood was lost. Mild 
shock was noted and a blood transfusion was immedi- 
ately begun. Simultaneously the patient was examined. 
Manual exploration of the uterine cavity revealed an 
intact surface. A cervical laceration was repaired and 
the uterus was packed. Blood pressure now stabilized 
at near normal levels, but about two hours later there 
was evidence of bleeding through the pack. A new 
pack was inserted and as bleeding continued, prepara- 
tions were made for laparotomy. Laparotomy revealed 
a massive hematoma of the leit broad ligament which 
extended along the descending colon to the level of the 
transverse colon. A supravaginal hysterectomy and bi- 
lateral salpingo-oophorectomy were done. Examination 
revealed that the cervical laceration had not extended 
upward into the uterus. The interior of the uterus 
was intact, but there was an incomplete laceration of 
the external surface of the uterus involving a branch 
of the uterine artery. Postoperative course was un- 
eventful. There was no puerperal morbidity. No cause 
for the rupture was apparent. 


Case 4 (Fig. 5).—(L42-37612) M. T., a registered 
colored para 6-1-5, was admitted on December 12, 1947, 
at term and after a four-hour first stage of labor, 
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Fig. 2, Case 1 


Illustrates the clinical course of a patient with spontaneous rupture of the uterus treated with massive transfusions and hyster- 
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was ready for delivery. About five minutes before de- 
livery she complained of a left lower quadrant pain 
which was overlooked by the intern doing the delivery. 
A stillborn 3410-gram male infant was delivered followed 
by large blood clots. Severe shock followed immedi- 
ately. Manual exploration of the uterus revealed a 
complete rupture of the uterus on the right. Blood 
transfusions were begun in both arms and in one leg, and 
immediate laparotomy was done. There was about 
3000 c.c. of blood in the abdomen. The rupture was 
through the entire right side of the uterus and in- 
volved the ascending branch of the uterine artery. The 
cervix was intact. A supravaginal hysterectomy and 
bilateral salpingo-oophorectomy were done.  Puer- 
perium was uneventful save for a burn from a saline 
basin. The patient was morbid because of the infected 
burn. No cause for the rupture was found. 


Case 5.—(L47-267902) A. W., a registered colored 
para 0-0-0, was admitted on December 4, 1947. Her 
prenatal course was complicated by diabetes which was 
controlled. Delivery of a 3060-gram male infant was 
accomplished by episiotomy and low forceps. Consid- 
erable edema and many varices of the vagina were 
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noted. Blood pressure was 124/70 and pulse was 85. 
As the estimated blood loss was at least 700 c.c., prepa- 
rations were made for a transfusion. Bleeding con- 
tinued and the blood pressure dropped from 100/70 to 
60/0 in fifteen minutes. One thousand c.c. of blood 
were “stripped in” quickly and the pressure rose to 
114/70. Sterile vaginal examination revealed about 
800 c.c. of blood clots in the vagina. Numerous small 
bleeding points were noted in vagina and cervix as the 
result of avulsion. These were sutured, and the uterus 
and vagina were packed. Bleeding through the pack 
was evident in thirty minutes, and an additional liter 
of blood was given. Blood pressure was 112/70. Re- 
examination revealed the many bleeding points previously 
mentioned. After further unsuccessful attempts at sutur- 
ing, gelfoam was placed over the area, and the uterus 
and vagina were again repacked. Bleeding was con- 
trolled and 1500 c.c. of blood were given. Blood pres- 
sure was 122/78 and pulse was 90. Puerperium was 
uncomplicated. She had a “one-day” fever. Total 
transfusion was 3500 c.c. 


Case 6.—(L47-257641) M. W., an unregistered, obese, 
colored para 0-0-0, was admitted March 19, 1947, in 
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Spontaneous rupture of a Couvelaire uterus. The width of the legend illustrates the time factor. For example, 3500 cc. of 
blood were given through two portals betwen 8:45 and 9:45 p.m. 
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the second stage of a premature (thirty-four weeks) 
labor. There was polyhydramnios. Fetal heart tones 
were absent. Shortly after admission a 1160-gram mal- 
formed, macerated, stillborn infant was delivered. The 
placenta was expressed readily, but the uterus would 
not contract in spite of massage and liberal use of 
oxytocics. Moderately alarming bleeding continued. A 
transfusion was started, and the uterus was explored. 
No lacerations were present. Uterine tone was absent, 
and unless the uterus was held and massaged, bleeding 
continued. In spite of 1500 c.c. of blood the blood 
pressure was not responding; so the patient was im- 
mediately prepared for laparotomy. The uterus was 
thin, flabby, and partially distended with blood. A 
supravaginal hysterectomy was performed. During the 
surgery 2000 c.c. of blood were “stripped in.’ Patho- 
logical examination revealed three intramural myomas. 
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Postoperative course was uneventful. There was no 
morbidity. Total transfusion was 3500 c.c. 


No patient received less than 3500 c.c. of 
blood which in every instance was at least the 
equivalent of the patient’s entire non-pregnant 
blood volume. One patient (Case 2) had her 
total blood volume replaced once and nearly 
again. 


There were no deaths. Three patients had 
puerperal morbidity; however, all received peni- 
cillin phophylactically after delivery. All of the 
patients were discharged not later than the 
twelfth postpartal day in good condition. 
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Fig. 4, Case 3 


Spontaneous rupture of uterine vessels with incomplete rupture of uterine wall. 
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DISCUSSION 


Transfusion.—Everyone will agree that ob- 
stetric hemorrhage and shock are best managed 
when they are prevented.* Nevertheless these 
case histories indicate that serious shock is 
sometimes inevitable and if maternal mortality 
is to be avoided, adequate treatment must be 
prompt and vigorous. 

The first and foremost requirement for suc- 
cessful treatment is an adequate supply of com- 
patible whole blood.* No institution can con- 
sider itself adequately equipped for obstetrical 
care without a good blood bank as nothing can 
take the place of whole blood. There is little 
place for saline, dextrose or blood substitutes.® 
In fact, there is little place for plasma as ob- 
stetric shock is nearly always accompanied by 
serious hemorrhage. Although blood volume 
might be maintained temporarily by plasma in- 
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fusions, the continued use of plasma produces 
serious hemodilution which, in turn, produces 
anoxia because of the lack of erythrocytes for 
oxygen transportation. 


The second and equally important therapeutic 
requirement is speed. The more rapid the loss 
of blood, the less time for successful compensa- 
tion by the patient and the earlier the develop- 
ment of irreversible shock. The urgent need for 
blood develops in minutes not hours, and re- 
placement should be equally swift. There is no 
need to fear untoward reactions from the rapid 
replacement until complete hemostasis is secured 
and the pulse, respirations and blood pressure 
have returned toward normal levels. One of the 
earliest compensatory reactions to shock is a 
constriction of large vessels. This makes veni- 
puncture difficult and often important minutes 
are lost while the transfusion is started. For 
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Spontaneous rupture of the uterus during delivery with immediate massive transfusions and hysterectomy. Note that blood 
pressure could not be obtained between 12:30 p.m. and 2:00 p.m. as both arms and one leg were being used for the trans- 


fusions. 
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this reason it is wise to anticipate need for blood 
by starting an infusion of glucose through a large 
(No. 18) gauge needle in any patient who is a 
potential candidate for shock. 

The amount of blood required must be de- 
termined by examination of the patient, not by 
the amount she has received. Enough blood 
should be given to restore the normal efficiency 
of the circulation as measured by pulse and res- 
piratory rates and the blood pressure. The hemo- 
globin and hematocrit determinations should 
show normal readings before the treatment can 
be considered adequate. Unless the loss is com- 
pletely replaced, the puerperium is further com- 
plicated by anemia, hypoproteinemia, reduced 
blood volume and not infrequently, infection. It 
is of interest to note that the only stormy con- 
valescence occurred in the patient who did not 
have her anemia corrected immediately after the 
hemorrhage (Case 2, Fig. 3). In all of the 
other patients the immediate postoperative blood 
count was as good as or better than the one 
before hemorrhage. 

In addition to adequate replacement of blood 
there must be adequate hemostasis. Massive 
transfusions are not a substitute for hemostasis. 
But methods of hemostasis are beyond the scope 
of this discussion and depend entirely upon the 
cause of bleeding and must be individualized for 
each patient. Rupture of the uterus presents 
special conditions which will be discussed in the 
following section. 


Rupture of the Uterus.—Four patients pre- 
sented this grave complication. One of the 
strange features of this small group was the 
etiology of the rupture. None was traumatic in 
origin. All occurred spontaneously, but there 
was neither obstructed nor prolonged labor. One 
rupture was associated with a Couvelaire uterus 
not unlike the case recently reported by Doug- 
las The other three were spontaneous and 
without any apparent cause. Pathological exami- 
nation of the uterine specimens gave no etio- 
logic clue. Of the four ruptures three were 
incomplete (into the left broad ligament) and 
one was complete through the right side of the 
uterus. Specific attention should be called to 
Case 3, which had a rupture of the vessels in 
the left broad ligament and part of the myo- 
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metrium yet the inner surface of the uterus was 
intact. 

The problem of hemostasis in uterine rupture 
is paramount and depends upon the type of 
rupture. The woman with sudden complete 
uterine rupture involving major uterine vessels 
must be treated heroically and immediately with 
disregard for the well-established fact that major 
surgery during shock is extremely hazardous. It 
is our practice (Fig. 5, Case 4) to start infusions 
and transfusions and at the same time explore 
the abdomen. The slightest delay may be fatal. 

By contrast the incomplete rupture may be 
safely managed without complete disregard for 
proper preparation. This does not mean that 
delay or procrastination are tolerated, but it 
does mean that a few valuable minutes may be 
had for preparation of the patient. In such pa- 
tients it is possible to reverse the development 
of shock (Figs. 2, 3 and 4) with massive rapid 
replacement of blood even though the hematoma 
of the broad ligament continues to increase 
slowly in size. With this improved preparation 
the patients may be expected to withstand better 
the shock of laparotomy. In spite of such pre- 
cautions one patient (Case 1, Fig. 2) went back 
into shock during surgery. Again the shock was 
corrected with additional whole blood. We be- 
lieve that surgery during the initial untreated 
shock might have been fatal had she not had the 
preliminary massive replacement of blood. 

This discussion cannot be concluded without 
mention of the other essential therapeutic aids. 
Oxygen therapy is most important. So is the 
use of penicillin to prevent and combat infection. 
Additional important considerations include anes- 
thesia, sedation, gastro-intestinal decompression 
and other related supportive measures. All play 
an important role as indispensible accessories to 
massive transfusions in the treatment of serious 
obstetric shock and hemorrhage. 


SUMMARY AND CONCLUSIONS 


Maternal mortality associated with shock and 
hemorrhage, though declining, is disproportion- 
ally slow in its decline. Admittedly many of 
the hemorrhagic deaths can be and should be 
prevented, yet there will always be some serious 
unsuspected and unpreventable hemorrhage and 
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shock. Massive transfusions for such complica- 
tions are not used so widely in obstetrics as in 
other fields of medicine. Six cases of serious 
shock and hemorrhage, four of which were due 
to uterine rupture, are described. Each patient 
received between 3500 and 7500 c.c. of citrated 
whole blood within a few hours, an amount 
which exceeded her normal calculated or esti- 
mated blood volume. Blood was given very 
rapidly and efficiently without special apparatus 
by the well-known method of “stripping” the 
rubber tube of the transfusion set. One hundred 
c.c. can be given per minute through a single 
vein with this method though usually two or 
more portals are required in severe shock. The 
immediate rapid restoration of circulating blood 
volume combined with prompt hemostasis pre- 
vented death in a group which might well have 
had several fatalities. No untoward effects were 
noted from the transfusions. 


Four of the patients had spontaneous rupture 
of the uterus. Three of these were of the in- 
complete variety, and the rapid replacement of 
blood permitted the control of shock while 
preparations were being made for immediate 
surgery. The fourth patient presented an acute 
complete spontaneous uterine rupture. She had 
successful immediate surgery while in extremis 
and while blood was being rapidly replaced un- 
der pressure through three portals. 


Hemorrhage and shock as serious as this are 
not common, but they do recur with tragic 
regularity. Modern obstetrics has developed to 
the point where adequate amounts of whole 
blood must always be available if we are to 
continue to give adequate obstetric care. 
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DISCUSSION (Abstract) 

Dr. Hampton Mauzy, Winston-Salem, N. C.—It is 
our policy to obtain blood typing and Rh on all of 
our prenatal patients at their first visit. This is done 
at the same time we get a Wassermann. 


Any patient bleeding in the third trimester of preg- 
nancy, or any whom we suspect may have postpartum 
hemorrhage, such as prolonged labor, uterine inertia, 
hydramnios, multiple pregnancies, and the like, we 
cross-match and have available in our blood bank 1000 
cc. of blood. This blood can then be used on a 
moment’s notice. We also do this on all our cesarean 
sections, as we have at times seen severe hemorrhage 
with this operation and believe that most operators 
fail to realize the actual blood loss. By having blood 
available and using it when necessary, most cases of ob- 
stetrical shock due to hemorrhage can be prevented. 


The obstetrical case that goes into shock demands. 
large transfusions, and this we can best illustrate by 
giving the history of two such cases. 

Mrs. R. NCBH, 5391, a 20-year-old, white woman, 
was admitted to our emergency room at 3:00 p.m. on 
July 7, 1946. This patient was pale, cold, clammy, 
pulseless, and one observer thought that he was able 
to get a blood pressure of 50/25. She had been delivered 
at a near-by clinic and was sent in following a doctor’s 
call over a phone for a blood transfusion. She was im- 
mediately seen by our resident staff and given nasal 
oxygen, intravenous plasma, morphine sulfate, grain 1/6, 
and oxytocics. 

Five minutes after admission, 500 cc. of type O 
blood was given. Within a period of two hours, she 
received 2000 cc. of blood, 750 cc. of plasma and 1000 
ce. of normal saline. 


At 5:00 p.m. with a blood pressure of 80/60, she 
was taken to the operating room and a sterile pelvic 
examination revealed no tears and no retained portion 
of placenta. The uterus at this time was packed. The 
patient was taken back to her room, given 500 cc. of 
blood and oxytocics. At 9:30 p.m., because of con- 
tinued bleeding which had soaked through the uterine 
pack, the patient was taken back to the operating room 
and a hysterectomy was performed, at which time a 
Couvelaire uterus was found. The patient received an- 
other 1000 cc. of blood in the operating room, and the 
following day another 500 cc. of blood, and two days 
later another 500 cc., a total of 4500. Her convalescence 
was fairly normal, and she is in good health today. 

Mrs. S. NCBH, 31953, a second patient, is a 
twenty-seven-year-old multipara who had four living 
children. She was admitted on September 11, 1944, 
with mild irregular pains. Her calculated date of con- 
finement was September 26, 1944. The patient had had 
no previous bleeding and only three rectal examinations 
are recorded, one on the day of admission, and two 
on the following day, the last one being at ten a.m. At 
5:20 p.m. on September 12, the day after admission, 
after being placed on the bedpan by a nurse, she sud- 
denly filled the bedpan with blood, also a portion of 
the bed. It was conservatively estimated that she lost 
approximately 3000 c.c. of blood. The patient went 
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into shock and within a few minutes plasma was started. 
Forty-five minutes later, with blood running, a cesarean 
section was performed. A pelvic examination done just 
prior to operation, with patient anesthetized, revealed a 
partially dilated cervix with a portion of placenta pro- 
truding through. This patient received 1500 c.c. of 
plasma, 1000 c.c. of normal saline, and 500 c.c. of 
blood in the operating room and 1000 c.c. of blood on 
return to her room. The following day another 1000 
c.c. of blood was given and another 1000 c.c. the next 
day, a total of 3500 c.c. The patient was discharged 
in good health on the twelfth postoperative day. 

I think my good friend, Dr. Carter, might like to 
know that two years later she fell in the hands of a 
surgeon and had her uterus suspended. 

It is interesting to note that the infant weighed six 
pounds at birth and was described as being quite pale, 
but cried lustily and was reported a few hours after 
birth as having a good color. The child was discharged 
with the mother on the twelfth day of birth, weighing 
six pounds and twelve ounces. The infant was readmit- 
ted at four weeks of age because of vomiting and 
diarrhea, being markedly dehydrated and acidotic. 


In spite of vigorous treatment by the pediatric de- 
partment, the progress of this child was downhill with 
definite signs of cerebral involvement and it expired on 
the fourteenth day following admission. Autopsy re- 
vealed thrombosis of the superior sagittal sinus, a su- 
perior vein, and both transverse cerebral sinuses along 
with patchy meningitis and encephalitis of the parietal 
lobe. 


It was the opinion of the pediatric department and 
also our department that the anoxia which occurred at 
the time of the mother’s severe hemorrhage accounted 
for these findings. 


Dr. Ernest B. Oliver, Birmingham, Ala.—I should like 
to ask Dr. Lund how he obtained this large amount of 
blood on such short notice, as it usually requires an 
hour for cross-matching. Also, in such emergencies, 
is it satisfactory to use type O blood with anti-A and B 
factors added. 


Dr. Lund (closing).—In emergencies like these, with 
the Rh previously determined, we accept the immediate 
cross-matching as sufficient and do not wait for the 
customary hour of incubation. It is also possible to 
use type O Rh negative blood in such emergencies. How- 
ever we like to know that the titers of anti-A and anti- 
B substances in the donor’s blood are low. If the 
emergency is very great, one might be tempted to use 
the blood without knowledge of anti-A and anti-B 
titers. 


In closing I wish to re-emphasize this one important 
point. It is time that we stopped thinking that 500 
c.c. of blood constitutes a transfusion. The dosage of 
blood is exactly the dosage of any medication, the 
amount necessary to produce the desired effect. I hope 
that, as a group of obstetricians and gynecologists, we 
shall continue to urge the proper use of blood trans- 
fusions in the proper amount. 
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SILICOSIS* 


By J. MarsH FRERE, M.D. 
Chattanooga, Tennessee © 


Since we all are coming in contact with cer- 
tain industrial diseases in one way or another, 
a few remarks concerning one of the commoner 
occupational diseases, silicosis, seems timely. No 
paper upon silicosis has been presented before 
the Section on Radiology since it became a sec- 
tion over twenty-eight years ago. We are all 
aware of the fact that there is an increase in 
industrial diseases and that there is also a 
marked increase in disability suits filed by 
industrial workers who are subjected to these 
occupational hazards. To give you an idea of 
just how common this condition is, the report 
of the National Silicosis Conference estimates 
that approximately two per cent of the working 
population of the United States or about one 
million workers are exposed in some way to the 
potential hazard of silicosis. 

In the last two years I have examined more 
than 348 chest films taken of men that were 
employed by a nearby mining company. Quite 
a few of these cases have been found to have 
a first stage silicosis. A goodly number of cases 
have had complete physical examinations done 
by competent medical men. Most authorities 
think that a correct diagnosis can be arrived at 
only in this manner, especially in the first stage 
of this condition. 

What is silicosis? It is defined as a disease 
of the lungs, caused by the continuous inhalation 
over a long period of time of very finely divided, 
microscopic particles of free silica dust. We 
formerly believed that exposure of at least ten 
years was necessary for the production of sili- 
cosis. Now, however, it is the opinion of most 
authorities that with dust containing 20 per 
cent free silica, with particles from a fraction 
of a micron to ten microns (a micron is 1/25,000 
of an inch) and with a concentration of more 
than twenty million particles per cubic foot, 
silicosis may develop in five years. Should the 
silica content increase along with an increase in 
the number of the particles but with a decrease 


*Chairman’s Address, Section on Radiology, Southern Medical 
Association, Forty-Second Annual Meeting, Miami, Florida, Oc- 
tober 25-28, 1948. 
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in the size of the particles, then, silicosis may 
develop much sooner. Under still more favora- 
ble conditions we now have a condition known 
as “acute silicosis’ which can develop within 
a year. 

Gardner! says that at least 75 per cent of those 
in whom silicosis develops die of tuberculosis 
which may make its appearance at any stage 
of the disease. It becomes more frequent, how- 
ever, in the more advanced stages of silicosis. 
In my experience with these cases, I have seen 
only an occasional case of tuberculosis. How- 
ever, the majority of the cases that have come 
under my observation have been in the presili- 
cosis and first stage of the disease. 

These cases give the same chain of symptoms 
when they report for x-ray examination, namely: 
(1) shortness of breath; (2) chest pain, an- 
teriorly; (3) unproductive cough; (4) hem- 
optysis; (5) night sweats; (6) loss of weight 
and strength in advanced stage; (7) gastro- 
intestinal symptoms, in advanced stages. 


In 1917, Lanza and Childs’ presented the 
first American classification of stages of the 
condition based upon the roentgen ray findings. 
Their classification has stood the test of time. 
However, I prefer the classification of Pancoast 


Fig. 1 
First stage silicosis. P. V., 38-year-old man who has 
been a miner 20 years. There is an increase in promi- 
nence and extent of hilar shadows, thickening of the 
truncal shadows and an increase in the linear markings 
in the midzone. Enlargement of tracheobronchial nodes. 
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and Pendergrass’ for the reason that they corre- 
late the roentgen with the pathologic changes. 


First Stage——There is an increase in promi- 
nence and extent of the hilar shadows of the 
central zone, thickening of the truncal shadows 
and an increase of the linear markings in the 
midzone. There is evidence of enlarged tracheo- 
bronchial nodes. The outermost basal trunks 
are not so noticeably affected as the more mesial 
ones. There is no impairment of diaphragmatic 
excursion. 

Pathology of First Stage —The numerous dust 
cells that have reached the tracheobronchial 
nodes, causing fibrosis and enlargement of these 
nodes are responsible for the enlarged and dense 
hilar shadows. 

Second Stage.—Roentgen examination reveals 
a typical mottling through the lungs. Small 
fibrotic nodules from the size of a pin head to 
that of a pea are uniformly and symmetrically 
arranged. The mottling is more marked at the 
roots and less profuse at the apices and bases. 
The diaphragmatic excursion is often interfered 
with and the descent of the diaphragm may be 
restricted only over the inner half. 

Pathology of Second Stage.—As the small 
lymphoid deposits at the junction of the peri- 


Fig. 2 
Second stage silicosis. F. E. P., age 42, a man who has 
been a miner 26 years. There is a bilateral mottling 
throughout the lungs. The small fibrotic nodules vary 
in size from a pin head to a pea, being more marked at 
the roots and less profuse at the apexes and bases. 
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bronchial and perivascular lymphatics accumu- Pathology of Third Stage-—The diffuse fibro- 
late dust cells, they grow larger, and later _ sis results from the conglomeration of the smaller 
‘i- fibrosis takes place. When these deposits be- fibrous nodules of the second stage. 
ne come large enough they will cast definite shad- There are certain conditions from which sili- 
vS ows on the roentgenogram. 
ra Third Stage-—The roentgen picture is that of 
* a diffuse fibrosis, with three distinct appear- 
al ances. 
ic (1) The larger nodules may coalesce into 

large and irregular masses or be found close 
st together. 
al (2) There may be more or less diffuse fibro- 
se sis, with small nodules. This picture resem- 
se bles extensive bilateral pulmonary tuberculosis. 

There may be marked pleural thickening. 
om Pleural effusion has been described. 
all (3) There may be massive fibrosis with the 
to appearance of extensive pulmonary consolida- 
ly tion. Although this may be unilateral it is more 
he often bilateral and symmetrical. The lesion is 
aS. apt to be subapical. The pleura is often thick- 
ed ened. Fibrosis strands radiate downward. There 
be is often gross deformity of the diaphragm with PSS LR oan 

a loss of mobility. Emphysema, especially, at Fig. 4 
all the bases, is alway s present. Malignant metastases simulating silicosis. L. W. H., a 
22-year-old white man with a history of tumor of the 
rl- testicle. Microscopical diagnosis of tumor, fibromyxo- 


sarcoma. Carcinomatous and sarcomatous metastases 
may resemble the nodular and conglomerate shadows of 
silicosis. 


Fig. 3 
Third stage silicosis. W. S. B., 62-year-old man who has 
nm a miner for 40 years. The large nodules are coalesc- 


ing into large and irregular masses. Some pleural thick- ee s Fig 5 
ening with fibrous strands radiating downward. Emphy- Tuberculous simulating silicosis. B. H., a 45-year-old 
sema at the bases. Some tracheal and mediastinal dis- white man with a history of tuberculosis. The multiple 


tortion. areas of infiltration may simulate silicosis. 
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cosis must be differentiated before we are cer- 
tain of our diagnosis in the first stage, namely: 
irritation for certain gases, chronic passive con- 
gestion, respiratory infection. In the latter 
stages we have to differentiate silicosis from 
miliary tuberculosis, tuberculous bronchopneu- 
monia, miliary pulmonary carcinomatosis and 
sarcomatosis, syphilis of the lungs, and histo- 
plasmosis of the lungs. 


Now, as to who is to decide on the disability 
of a case. Some think that the roentgenologist 
in his interpretation of the roentgenogram should 
determine the presence or absence of disability. 
I am of the opinion that this responsibility 
should be shared by the physician who makes 
the physical examinations, who studies the heart 
(electrocardiogram), the lungs (vital capacity 
and breathing exercises) and the laboratory re- 
ports, including blood counts, Kahn, sedimenta- 
tion rate, sputum and urinalysis. I have seen 
some cases of first stage silicosis experience a 
great deal of difficulty in breathing while a sec- 
ond stage case of silicosis may have only mild 


Fig. 6 

Histoplasmosis simulating silicosis. M. D., 28-year-old 
white woman. There are multiple lesions scattered 
throughout both pulmonic fields simulating those found 
in the perinodular type of silicosis. Intradermal histo- 
plasmin sensitivity test was positive. Sputum examina- 
tion was negative for tubercle bacilli. She also showed 
a negative reaction to a Vollmer patch test and a 1-1000 
purified protein derivative. 
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difficulty in breathing. In other words, when 
a disability does exist, then, we have to prove 
that silicosis is the causal agent. Only recently, 
a patient weighing 250 pounds reported to me 
for examination. He said that he was suffering 
from silicosis and that he was having a most 
difficult time in breathing. Roentgenogram of 
his chest showed no evidence of silicosis but a 
marked bronchiectasis with a greatly enlarged 
heart. Physical examination revealed an enor- 
mously enlarged liver, high blood pressure and 
edema of the feet, which of course could ac- 
count for his difficulty in breathing. So far, we 
have no sure method available whereby we may 
determine the disability of a patient suffering 
from silicosis. 


The treatment of silicosis is prophylactic. 
However, in 1936 Denny, Robson and Irwin of 
the Banting Institute in Toronto showed that 
finely divided aluminum would inhibit the action 
of silica in the lungs of experimental animals. 
Since that time aluminum dust has been used 
by man and conclusions differ as to the effec- 
tiveness of this treatment. 


I think it pertinent to quote the memorandum 
that was issued in 1945 by several groups (Can- 
adian group, the Industrial Hygiene Founda- 
tion, the Council on Industrial Health, and the 
Council on Pharmacy and Chemistry of A.M.A.) 
which was as follows: 


“(1) It is recognized that aluminum inhibits the action 
of silica upon the lungs of experimental animals. As 
silicosis develops very slowly, only carefully controlled 
administration of aluminum dust treatment will show 
whether man reacts similarly. It must be borne in mind 
that industrial dusts are usually mixed with other 
minerals and that environmental variables are involved 
which are not present in animal experimentation. 


“(2) The therapeutic use of aluminum appears to 
relieve symptoms in some patients with silicosis but 
not in all. A word of caution was expressed with respect 
to the possible action of amorphous hydrated alumina 
in increasing susceptibility to tuberculosis, as reported 
by some investigators. Similar action has not been 
reported for metallic alumina. It was strongly empha- 
sized also that there must be no let-up in dust-control 
measures by engineering methods. 


“(3) Finally, it was recommended that the general 
application of aluminum therapy in industrial plants be 
delayed until carefully controlled experiments show that 
it is effective in preventing or alleviating silicosis in 
man.” 
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On September 29, 1948, a syndicated article 
came out in the papers over the country which 
was headlined “Miners’ Silicosis Is Being Re- 
lieved.” It was the first year’s report of the 
work done at Jefferson Medical College Hospital 
in Philadelphia, under a large grant for research 
and treatment of silicosis. Dr. Burgess L. Gor- 
don informed me by letter that articles on this 
subject will soon be off the press. We all hope 
that these studies have found a cure for this 
condition that is each year disabling thousands 
of mine workers. 
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Newell Hospital 


DISCUSSION (Abstract) 


Dr. James J. Clark, Atlanta, Ga.—Dr. Frere has 
brought to our attention a disease very important to 
roentgenologists located near the mining centers of the 
Southern states. There are various types of mines in 
Georgia and in adjacent Tennessee. At Copperhill, a 
great deal of mining is done in copper. In north and 
central Georgia, we have mines for mica, slate, ocher, 
limestone, and other minerals which contain a certain 
amount of silica. We also have more and more indus- 
tries in which exposure to silica is relatively common, 
for example: sand-blasting to clean paint and varnish 
from surfaces, also to clean buildings and work on 
metals. 


Only recently in Georgia has silicosis been listed as 
a compensable disease. In the past, the unfortunate 
men who contracted this disease had no help from 
industries or from the state. 

A diagnosis of first stage silicosis offers to me a 
very great problem. The lung fields show little, if any, 
change except a chronic peribronchial or bronchial 
reaction such as we are accustomed to see daily in 
individuals who live in the city or in a smoky atmos- 
phere. In my experience, a diagnosis of early silicosis 
is nearly impossible to make. 

Of course, in the second or third stage, it is much 
simpler, as the pulmonary reaction then assumes a more 
typical pattern. 

It is a disabling disease, although many times indi- 
viduals with an advanced stage of silicosis appear to 
be in a good state of nutrition. They suffer continually 
from shortness of breath, and are unable to do any 
active labor. Then, of course, we have the problem 
of contamination by tuberculosis which is extremely 
prevalent in individuals affected with silicosis. 
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SURGERY OF THE UPPER URETER FOR 
OBSTRUCTION* 


By Roy B. HENLINE, M.D. 
New York, New York 


The upper ureter has engaged the attention 
of urologists increasingly during recent years. 
This is not surprising when one realizes that 
approximately 2 per cent of individuals are born 
with a congenital narrowing at this point. Such 
partial obstructions are the cause of many cases 
of hydronephrosis. This narrowing, or stricture, 
at the ureteropelvic junction is the commonest 
congenital urinary obstruction. Although a large 
proportion of these lesions are present at birth, 
some develop later from infection. A small per- 
centage of deformities in this area occur from 
aberrant renal vessels which may compress the 
ureter either primarily or secondarily; or from 
bands of tissue outside the ureter which, also 
by compression, interfere with its normal func- 
tion. 

It is important to recognize these obstruc- 
tions before serious kidney damage has occurred. 
Too often the diagnosis of chronic pyelitis sat- 
isfies the physician. Or, with normal urinary 
findings, even a vague backache may fail to 
attract the physician’s attention to the urinary 
tract. When these symptoms go unheeded and 
the obstruction is not relieved the damage 
progresses until, eventually, nephrectomy be- 
comes necessary. This is particularly unfortu- 
nate as early diagnosis and relief of the obstruc- 
tion are commonly followed by a return to essen- 
tially normal kidney function. The diagnosis is 
readily made by complete urological investiga- 
tion, and such a common condition should not 
escape the attention of the physician. A proper 
diagnosis may save many needless laparotomies 
with a diagnosis of appendicitis, intestinal ob- 
struction, cholecystitis, and so forth. 

Until recent years patients suffering from 
ureteropelvic obstructions with varying degrees 
of hydronephrosis, with or without infection, 
were subjected to nephrectomy. This still is 
necessary when the diagnosis is made after kid- 
ney damage has become so pronounced as to 


*Read in Section on Urology, Southern Medical Association, 
aaa Annual Meeting, Miami, Florida, October 25-28, 
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make conservative surgery impractical. Then 
too, until recently, plastic operations to correct 
these obstructions were so unsuccessful that a 
secondary nephrectomy often became necessary. 
Our better understanding of the principles in- 
volved in relieving these obstructions has per- 
mitted the conservation of many kidneys which 
otherwise would have had to be removed. 

As urologists, our aim should be to preserve 
functioning kidney tissue. Removal of a kidney 
is not difficult, but saving a partially damaged 
kidney should be our goal. It is sometimes 
difficult to determine whether a kidney is worth 
saving, or whether better judgment would be 
exercised by removing it. This decision requires 
careful evaluation of a case after thorough inves- 
tigation. Repeated functional tests and x-rays 
may be necessary to decide what should be done 
in each instance. Sometimes the final decision 
must be made at the operating table, but this 
does not make thorough investigation before- 
hand any the less essential. Ureteropelvic ob- 
structions are frequently bilateral. When both 
kidneys are involved from a similar obstruction, 
conservation of renal tissue becomes imperative. 


Often the sole manifestation of an obstructive 
renal syndrome may be a digestive upset with 
no urinary symptoms. The common nerve sup- 
ply of the kidneys and the intestinal tract is well 
understood, and any renal irritation frequently 
results in indigestion, flatulence and nausea; yet 
this fact is often overlooked, particularly in the 
absence of symptoms referable to the kidney. 
Also, it is too frequently stated that, since a 
urinalysis is normal, the kidneys cannot be con- 
sidered as the possible cause of gastrointestinal 
symptoms. Many serious urological lesions may 
exist even when the urine examination is normal. 


DIAGNOSIS 


The presence of ureteropelvic obstruction may 
be suspected from an excretory pyelogram. 
Delay in excreting the contrast medium, or the 
presence of a hydronephrosis, may thus be 
visualized. However, this procedure should be 
supplemented with complete cystoscopy (with 
catheterization of both ureters) in order to de- 
termine the function of each kidney separately, 
as well as the presence of infection. A bilateral 
pyelogram is then taken, which usually gives 
a better outline of the kidney pelvis and the 
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ureter than does the excretory urogram. Even 
more important than the retrograde pyelogram 
is a film taken 10 minutes later. This delayed 
film will demonstrate the location of the ob- 
struction and reveal whether the kidney pelvis 
has emptied itself during this 10-minute period. 
Normally, the contrast fluid injected in retro- 
grade pyelography should be expelled to the 
bladder within 10 minutes. With ureteropelvic 
obstruction, the ureter is usually completely 
empty and the kidney pelvis partially or com- 
pletely filled. Thus, with the contrast medium 
retained in the upper urinary tract, the obstruc- 
tion is demonstrated. Even with this prelimi- 
nary investigation, however, the exact cause of 
the obstruction cannot be determined before 
the kidney and ureteropelvic junction are ex- 
plored. Most roentgenologists report these ob- 
structions as caused by aberrant renal blood 
vessels. The frequency of intrinsic obstructions 
should be brought to their attention. 


SURGICAL PRINCIPLES 


Greater success has been achieved in the treat- 
ment of ureteropelvic obstructions through a 
better understanding of the principles involved 
in the surgical repair, together with the use of 
the new antiseptics and antibiotics. Local treat- 
ment, such as dilatation of the ureteropelvic 
junction with catheters or bougies, occasionally 
gives temporary relief. However, this is never 
curative, and damage to the kidney continues. 

For proper surgical treatment of hydrone- 
phrosis due to ureteropelvic obstruction, one 
must first determine the etiological factor or 
factors involved, and recognize and evaluate 
these at operation. Secondly, the surgical pro- 
cedure which is best adapted to the correction 
of the particular obstruction must be applied. 
This should result in a well-draining uretero- 
pelvic outlet. Thirdly, in our experience, plastic 
repair requires prolonged nephrostomy drain- 
age and splinting of the area of repair. Both 
the nephrostomy tube and the soft-rubber cath- 
eter used to splint the area of repair are kept 
in place for 6 weeks. This permits the repaired 
area to heal firmly before the nephrostomy 
drainage is removed. It has been our experi- 
ence that, when this is neglected, urinary extra- 
vasation occurs, producing secondary contrac- 
ture and distortion at the site of the repair 
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which will vitiate the initial surgical correction, 
no matter how meticulous the technic. 


To return to our first point, the determina- 
tion of the exact cause, or causes, of the obstruc- 
tion must be made at the time of operation. 
Intrinsic stenosis at the ureteropelvic junction is 
the most common cause. Even if one finds 
aberrant vessels or fibrous bands in this region, 
their separation may relieve only part of the 
cause of the obstruction. The intrinsic stenosis 
must also be remedied. 


As a rule, we prefer the Schweitzer-Foley 
Y-plasty and find it applicable in most cases. 
It has also been our practice to resect a portion 
of an enlarged kidney pelvis, followed by careful 
suture of the areas to be approximated. Davis 
prefers an intubation operation which consists 
in incising the strictured area longitudinally and 
leaving a ureteral splint and a pyelotomy or 
nephrotomy drainage tube in position for several 
weeks. His experimental work on animals has 
shown that a minimum of 6 weeks is required 
for the epithelium and ureteral muscle to be 
almost completely reformed around the repaired 
area. If the splint is removed earlier, it is likely 
that fibrosis in this area may contract and again 
produce a ureteral stricture. Since permanently 
good results should be our aim, we have allowed 
the splinting catheter to remain in position for 
at least 6 weeks in most instances. Wherever 
possible, we avoid completely severing the ureter 
with reimplantation in the renal pelvis, although 
this occasionally becomes necessary. 


REPORT OF CASES 


A review of our cases prior to 1935 showed 
that in 66 cases with ureteropelvic obstruction 
45, or 68 per cent, were treated by primary 
nephrectomy. Intrinsic strictures were found to 
be the most common cause in this series. Sev- 
eral of these patients were not subjected to 
surgery, and of the cases in which plastic repair 
was attempted, over 50 per cent were unsuc- 
cessful. 

In a recent series (1942 to 1946 inclusive) 
52 patients were seen with 70 ureteropelvic 
obstructions, 18 of the cases being bilateral. 
Four nephrectomies were required; the remain- 


der had plastic repair at the ureteropelvic junc- 
tion. 
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Sixty-one per cent of the patients were be- 
tween the ages of 20 and 40 years. Urinary 
symptoms were present in only 22 of these 52 
patients. Gastrointestinal symptoms were prom- 
inent in 20, and varying degrees of backache and 
pain were present in 46. The voided urine was 
entirely normal in 19 patients. 


The cause of the ureteropelvic obstruction was 
determined at operation to be extrinsic alone 
(aberrant blood vessels, bands, or adhesions) in 
only 2 patients, while stricture and narrowing of 
the lumen at the ureteropelvic junction was 
present in 44. In the remaining 18, both stric- 
ture and bands or vessels were present. This 
emphasizes the fact that, even though an aber- 
rant vessel or band may be discovered outside 
the ureteropelvic junction, the usual cause of 
obstruction is within the lumen of the ureter 
and requires plastic repair. 


Forty-five Foley Y-plastics were performed, 
and in 29 the splinting catheter and nephrostomy 
tube remained in position for at least 6 weeks. 
Of these 29 patients, 20 had good results, 4 fair, 
3 poor, and 2 could not be followed. When the 
splinting catheter and drainage tube remained 
for a shorter period of time, the results were less 
satisfactory. Of 12 cases in which the splinting 
catheter was allowed to remain in for 4 to 6 
weeks, 6 showed good results, 4 fair, and 2 poor. 
When the tube was removed in less than 4 
weeks, which was done in 4 cases, the results 
were not considered good in any case. Two were 
fair and two poor. Usually the nephrostomy 
wound closed promptly after the withdrawal of 
the nephrostomy tube and splinting catheter. Of 
these 45 cases with Foley Y-plastics, 20 emptied 
within 10 minutes after retrograde pyelogram, 
11 were not checked, but the drainage in the 
remainder showed some improvement. There 
was no operative mortality, but 2 patients have 
subsequently died of uremia. 


Of the patients who had Foley Y-plastics, 87 
per cent were completely relieved of their symp- 
toms and 5 per cent were partly relieved. Al- 
though it is important that the symptoms be 
relieved, the results of the surgical procedure 
can better be evaluated by the improved drain- 
age manifested by retrograde pyelography. When 
the pain alone has been relieved and the drain- 
age from the kidney has not been improved, we 
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believe that the surgical repair has not accom- 
plished its object. 


The most frequent complication was the de- 
velopment of renal calculi in 5 patients. This 
is a serious complication, and we are now irri- 
gating the nephrostomy tube intermittently with 
either “G” or Suby’s solution, hoping to prevent 
the formation of stones in the future. 


Of the 13 patients who had other plastic op- 
erations, only 2 had good results. Two patients 
have subsequently required nephrectomy. 


To summarize: in the group of cases treated 
by the Foley Y-plastic operation, satisfactory 
results or definite improvement were obtained 
in 90 per cent and poor results in the remaining 
10 per cent. The results should be evaluated 
not by relief of symptoms alone, but by im- 
proved renal function and evidence of improved 
drainage of the kidney pelvis by retrograde 
pyelograms and a 10-minute delayed x-ray film. 
These patients should be followed for several 
years before the final results are tabulated. 


Case 1 (Fig. 1) shows a moderate right hydro- 
nephrosis with a ureteropelvic obstruction. The 
10-minute delayed film shows the ureter to be 
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completely empty and the kidney pelvis still 
filled with contrast medium. At operation, an 
aberrant vessel was discovered crossing the 
ureteropelvic junction, and severing this vessel 
apparently relieved the obstruction completely. 
The patient’s symptoms were entirely relieved. 
Case 1 (Fig. 2) shows pyelograms of the same 
patient 4 months later with no change in the 
hydronephrosis and persistent obstruction at the 
ureteropelvic junction. This case demonstrates 
failure to relieve the intrinsic obstruction in the 
ureter at the time of operation. A subsequent 
operation will probably be required although 
symptoms have not yet recurred. 


Case 2 (Fig. 3) shows bilateral ureteropelvic 
obstruction. The delayed film shows retention 
of contrast medium in both kidney pelves. Bi- 
lateral Foley Y-plastics were performed, with 
nephrostomy drainage and splinting catheters 
for 6 weeks on each side. Case 2 (Fig. 4) shows 
retrograde pyelograms 4 months later; these 
reveal well-draining ureteropelvic outlets. In the 
delayed film the right kidney empties completely 
and a small portion of the contrast medium 
remains in the left kidney. The patient is 
asymptomatic and his urine is free from infec- 
tion. 


Fig. 1, Case 1 


X-ray at right shows right hyd Ivic 


obstruction. Pyelcgram on left shows ten-minute delayed film 


with retained contrast media in right po oly ro Bon Nowe right ureter completely empty. 
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Fig. 2, Case 1 
Four months’ postoperative x-ray after severing aberrant vessel. Bilateral pyelogram shows similar right hydronephrosis (as 
shown in Fig. 1). Pyelogram to the left shows ten-minute delayed film with contrast media still retained in the right kidney 
pelvis. Ureter is empty showing obstruction still present at right ureteropelvic junction. 


Fig. 3, Case 2 
Bilateral hydronephrosis with bilateral ureteropelvic obstruction. 
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one’s attention to the kidney as the offending 
organ. The symptoms may be gastro-intestinal 
or merely a slight backache. One should not 
rule out the urinary tract as the cause of pain 
simply because the urinalysis is normal. 

In our experience, most ureteropelvic obstruc- 
tions have been the result of narrowing of the 
ureter in this area. By examining the ureter 
from the outside at operation it is often impossi- 
ble to determine its caliber within. It is our 
practice to incise the ureteropelvic junction in 
order to determine any intrinsic obstruction. 
In our cases, aberrant vessels or adhesions have 
rarely been found to be the sole cause of 
ureteropelvic obstruction. 

Hydronephrosis may be caused by many other 
lesions in the ureter. Retrograde pyelograms 
are, therefore, necessary to localize the lesion 
at the ureteropelvic junction. 


I would like to reiterate the necessity for 
prolonged nephrostomy drainage and use of the 
splinting catheter. Whatever type of surgical 
repair is undertaken, our experience dictates 
that prolonged splinting is more important than 
the actual surgical repair. The ureteral catheter 
acts as a scaffold around which the ureter may 


SOUTHERN MEDICAL JOURNAL 


April 1949 


reform, and Gibson compares its use to the 
orthopedic surgeon’s use of a splint in the repair 
of a fractured bone. 

Although our results in this series of cases 
are not all that one might desire, they are far 
superior to those cases operated upon where 
these principles were not followed. Our attempt 
should be to re-establish unobstructed renal 
drainage, thus preventing continued kidney 
damage and conserving the remaining function- 
ing kidney tissue. 


CONCLUSIONS 


(1) Most ureteropelvic obstructions are due 
to narrowing of the lumen of the ureter, even 
though aberrant vessels, bands, and adhesions, 
causing compression from without, may also be 
present. 


(2) Gastro-intestinal symptoms, even in the 
presence of normal urine, may indicate an ob- 
structive renal syndrome. 

(3) The- diagnosis of obstruction at the 
ureteropelvic junction is made by retrograde 
pyelography with, in addition, a 10-minute de- 
layed film. 

(4) Plastic operations should be perfomed 


Fig. 4, Case 2 
Same patient 4 months later after bilateral Foley Y-plastic had been performed. At right is ten-minute delayed film 
showing right kidney completely empty and left kidney still retaining some contrast media. 
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only when sufficient kidney tissue remains to 
sustain life. 


(5) The Foley Y-plastic operation has been 
more successful in our hands than other pro- 
cedures, but only when combined with neph- 
rostomy drainage and the use of a splinting 
ureteral catheter for 6 weeks. 


(6) Results should be evaluated, not by relief 
of symptoms alone, but by improved renal func- 
tion and evidence of improved drainage of the 
kidney pelvis by retrograde pyelograms and a 
delayed x-ray. 


DISCUSSION (Abstract) 


Dr. Robert Mclver, Jacksonville, Fla—These condi- 
tions, as Dr. Henline said, are congenital and they 
often are found between the ages of twenty and forty 
after the damage has been done. 


It should be brought to the attention of local medical 
societies, that every child who is having recurrent 
attacks of “stomach-ache™ or intestinal complaint, or 
whatever they want to call it, should have a survey 
of the urinary tract. A flat film and urinalysis are 
usually both negative. 


We recently had two very sad illustrations of the 
condition. The child of a physician had been treated 
for everything in the intestinal tract, but had an 
obstruction at the ureteropelvic junction and lost the 
kidney. In the other case a little boy of about five 
had gone through many clinics; had negative x-rays; 
had normal urinalysis and still had hydronephrosis 
obstructing the left segment of a horseshoe kidney. 


If children have abdominal symptoms or gastro- 
intestinal symptoms, instead of leaving the urinary 
tract out entirely or until last, it should be examined 
at the start. If studies are to be made of the intestines 
and the abdominal cavity in a child, the barium for 
gastro-intestinal studies gets in the way of the urologist. 
Let us do our work first. 

They are beginning to do that in our territory, and 
we are a little bit embarrassed, because we are getting 
about five negatives before we find a positive for them. 


For proper inspection at operation we should do a 
complete dissection of the upper ureter and pelvis into 
the hilum. 

The aberrant vessel crosses, and the pelvis is dilated 
above it. By sharp dissection under vision, at the end 
of the dissection the aberrant vessel has been disposed 
of nine times out of ten. The movement of the vessel 
is upward, as you do this dissection. The movement 
of the pelvis and the ureter is downward and outward. 

Sometimes the aberrant vessels are anywhere from 
one to two inches away from the ureteropelvic junc- 
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tion. After that is done, usually the vessels do not need 
to be divided. Sometimes they are rather large. In two 
cases of ours, they were the largest vessels to the kidney. 
They supplied a good portion of the kidney. They are 
terminal vessels and, when they are divided and sacri- 
ficed, part of the kidney becomes ischemic and this is 
followed by fibrous tissue substitution. So the vessels 
usually do not have to be divided. 

The next step, as has been brought out, is to open 
the pelvis and inspect it and then do what is necessary. 
Usually a high, complete, free dissection and return of 
peristalsis makes a Y-plastic unnecessary. The less the 
plastic, the better the after-result. The time of drain- 
age varies. 

The longest case we have drained was four months 
and the shortest case we have drained was about a 
week or ten days. 

Probably there is no other surgery that requires the 
The patient should be checked 
at the third week, the sixth week, the third month, 
sixth month and a year and after that, three and six 
months, and, after that, annually. The urogram, with 
the delayed film, is the only way to tell what the 
pelvis is really doing. 

We think it is important that the splint be put in in 
all these operations. 

We believe the kidney should be put up in good 
elevation. It is important to flare the lower pole of 
the kidney outward, away from the splinted uretero- 
pelvic junction, so that, when the adhesions form, as 
they will, the ureteropelvic junction area is not so apt 
to be adherent to the internal border of the lower pole 
of the kidney. 

So, in order to flare the lower pole outward, in the 
elevation of the kidney, we turn down a tongue of 
fascia from the transversalis, and suture it into the 
capsule of the kidney, having the kidney held in the 
position we wish it to be placed in by a sponge stick, 
pushing the lower pole outward, letting the splinted 
ureteropelvic junction go down, and then suturing this 
tongue of fascia into the capsule of the kidney, fascia 
to fascia. That holds the kidney in the desired position. 

Dr. A. Fred Turner, Jr., Orlando, Fla—One of the 
most difficult problems which we have encountered in 
performing surgery of the upper ureter has been encrus- 
tation of the nephrostomy tubes and ureteral splinting 
catheters with alkaline salts. This seems to be a problem 
which is more difficult to handle in some localities than 
in others, and is particularly troublesome in warm 
weather here in Florida. In some instances obstruction 
of the tubes with accumulations of alkaline salts has 
necessitated removal of the tubes before the proposed 
time. In some instances this has defeated the purpose 
of the operation. 

We are therefore very much interested in the work 
being done in a few places on the use of materials 
other than rubber for drainage tubes following kidney 
and ureteral surgery. The plastic material, polythene, 
gives some promise of answering the problem. 
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SOME COMMENTS ON PORTAL 
CIRRHOSIS* 


By L. G. Rowntree, M.D. 
Miami, Florida 


At present cirrhosis of the liver is a very live 
subject; one literally packed with problems, 
many of them as yet unsolved. 

The liver is the largest gland in the body; the 
center of chemical exchange; a mint that con- 
verts raw material into the currency of the 
realm; a chemical bank that concerns itself 
with all of the metabolic activities of the organ- 
ism. In health, it is a most fruitful field for re- 
search; while in disease, particularly in diseases 
of the liver, it offers unlimited problems for 
clinical and laboratory investigation.* 

In differentiating clinical types of cirrhosis, 
the old classification of Senator is still in vogue: 
(1) portal cirrhosis (Laennec); and (2) biliary 
cirrhosis, (a) Hanot’s hypertrophic biliary cir- 
rhosis, and (b) Charcot’s obstructive biliary 
cirrhosis. Osler preferred to differentiate the 
several varieties of cirrhosis from an etiological 
point of view, and recognized toxic, infectious, 
pigmentary, syphilitic, and alcoholic forms. 

The subject of jaundice is old. It came with 
the very dawn of medicine. The hard liver of 
cirrhosis, however, was first recognized by 
Vesalius' in the sixteenth century, and appar- 
ently was familiar to Harvey. The term “cirr- 
hose” was introduced by Laennec? in 1819 to 
designate the tawny, or yellow color, of the 
contracted liver. Hanot,> Charcot,* and Vidal 
all studied the liver and made their contribu- 
tions in the latter part of the nineteenth century. 
It is interesting to note that all three main types 
of cirrhosis bear French names, Laennec, Hanot, 
and Charcot. 

Some of the older English clinicians added 
much to our knowledge of cirrhosis, notably 
Murchison, Hale White, Rolleston, and McNee. 

In this country, clinical interest in disease of 
the liver has been stimulated largely through 
the physiological studies of Mann, and of Whip- 
ple, and the pathological studies of Adami, Mal- 


*Read in General Clinical Session, Miami Day, Southern Medical 
Association, .Forty-Second Annual Meeting, Miami, Florida, Oc- 
tober 25-28, 1948. 

tExcellent reviews of the problem of liver disease can be found 
in J.A.M.A., Vol. 134, 1948, and in Gastroenterology, 9, 1947. 
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lory, and of Rich. Watson, Hoagland, and 
Snell, with their co-workers, have added ma- 
terially to our clinical knowledge. 

My personal interest in cirrhosis is of long 
duration, extending over a period of some thirty- 
five years. From time to time, as occasion has 
arisen, we have attempted to add something to 
our knowledge of this subject. (1) Dr. J. J. 
Abel and I, in 1910, demonstrated the exclusive 
excretion of some of the phthaleins by the liver, 
and of others by the kidneys. We suggested 
the use of phenoltetrachlorphthalein as a test of 
liver function. This was the forerunner of Rosen- 
thal’s bromsulfalein test. (2) In 1926, the use 
of combined diuretics (‘“novasurol” with am- 
monium chloride) was introduced by Keith, 
Barrie, and myself. (3) During the era of pro- 
hibition, a careful study was made of the sta- 
tistics of portal cirrhosis, and it was found that 
the mortality rate of cirrhosis of the liver in the 
United States dropped from the high level of 12 
to 14, to 7.2 per 100,000 population. The rate 
has increased somewhat since the repeal of the 
Volstead Act, 9.6 per 100,000, but has not yet 
reached the level of pre-prohibition days 
(Table 1). (4) In the late twenties, as a protec- 
tion against vascular hemorrhages, Walters, Mc- 
Indoe, and I suggested the ligation of veins con- 
tributory to esophageal varices, especially the 
left coronary vein as it passes over the pylorus of 
the stomach. (5) For the control of intractable 
variceal hemorrhage, Drs. Zimmerman, Todd, 
Anjac, and I introduced in 1946 an esophageal 
tampon that has been successful in our hands in 
the control of hemorrhage in 8 of the 12 instances 
in which we have had occasion to employ it. 


Cirrhosis of the liver is common in this coun- 
try, and also in India, the East Indies, in North 
China, and in Syria. In the foreign countries it 
is ascribed, as a rule, to either parasitic infesta- 
tion, or to infection. In this country, the ma- 
jority of cases are ascribed to chronic alcohol- 
ism, or to syphilis and its treatment. Cases 
abound in the municipal hospitals of our larger 
cities. 

Although it occurs at times in women, and 
sometimes in children, it is most frequently a 
disease of males in the middle and later years 
of life, the prototype being a convivial bartender 
of fifty-five or more, who is now paying the 
piper. 
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At the moment, interest is centered on the 
recent victims of virus or serum induced hepa- 


DEATH RATES FROM CIRRHOSIS OF THE LIVER, 1900-1946 
(Through the courtesy of Dr. Halburt Dunn.) 


TREND OF CRUDE DEATH RATES 


Deaths from Rate per 

Cirrhosis 100,000 

of the Estimated 

Year— Liver Population 
1939 ...... 10,904 8.3 
1937 8.5 
1934. ... 7.4 
7.5 
1926 .. 7,440 7.2 
1924 7,220 7.3 
1922 ... 6,854 74 
1921 6,453 

6,102 71— 

1919 6,564 7.9— 

7,643 10.9— 

1915 7,481 12.1— 
7,618 12.5 
1913 7,502 12.9 
1912 7,173 13.1 
1911 7,361 13.6 
1910 6,316 13.3 
1909 5,939 13.4 
1908 5,216 13.5 
1907 5,112 14.8 
1906 4,748 14.1 
1905 3,041 14.0 
1904 2,958 13.9 
903 2,834 13.5 
1902 2,671 13.0 
1901 2,647 13.1 

1900 2,503 12.5— 


DEATH RATES (PER 100,000 ENUMERATED POPULATION) 
BY RACE 


Race 1940 1930 
All races 8.6 7.2 

White 8.9 7a 
Negro 6.7 
Indian 6.9 4.3 
29.7 9.4 
Japanese 10.2 10.1 
Other races 13.9 4.0 

Table 1 
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titis. To date, the incidence of cirrhosis is small 
in this group, but evidence may be forthcoming 
in the years ahead. The pathological appearance 
of this group is quite different from that seen 
in Laennec’s cirrhosis (Figs. 1 and 2). Interest 
should continue to center in these post-hepatitis 
cirrhoses. 

In the Veteran’s Hospitals, cirrhosis is quite 
common. For instance, in the two-year period 
from October, 1946, to 1948, Dr. Rumball 
reports that we had 81 cases in all, 15 being 
admitted because of bleeding or hemorrhage 
from the esophagus or stomach. Seventeen of 
the 81 patients died, most of them from hemor- 
rhage or cholemia. 

The exact relation of alcohol to the patho- 
genesis of cirrhosis is not clearly defined. Alco- 
hol may predispose to cirrhosis, may induce 
malnutrition, engender deficiency syndrome, or 
it may exert a direct toxic effect. One, or all, 
may be involved, and they all should be thor- 
oughly investigated as to their role. 

Cirrhosis is the liver’s response to toxic agents, 
whether they be parasitic (schistosomiasis, ma- 
laria, amebiasis, syphilis), or chemicals such as 
alcohol, cincophen, carbon tetrachloride, arsenic, 
copper, phosphorus, chloroform, or thyrotoxi- 
cosis. 


¥ 
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Fig. 1 
Laennec’s cirrhosis. Needle biopsy before therapy. 
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From the standpoint of gross pathology we 
have to deal, as a rule, with either the small, 
hard, hobnail liver, or the large, smooth, hard, 
fatty liver. 

The sequence of events may be briefly de- 
scribed as degeneration of parenchymal cells, 
and regeneration of other liver cells. This leads 
to increase of connective tissue, fibrosis, and con- 
traction, to progressive portal obstruction which 
brings about portal hypertension and the devel- 
opment of collateral circulation. 

Failure of compensation is evidenced as a 
rule, by ascites, or by hemorrhage. 

The collateral circulation of cirrhosis is a 
unique clinical phenomenon. Our clinical interest 
usually centers around troubles at the upper 
end (esophageal varices): at the lower end 
(hemorrhoids); or midway, in the caput of 
Medusa surrounding the umbilicus. In addi- 
tion, the veins of Retzius communicate with the 
great retroperitoneal venous network. The col- 
lateral circulation is a compensatory phenom- 
enon and the patient may remain symptomless 
at times so long as it is adequately maintained. 

In the field of symptoms and physical findings 
there are no new striking developments. Unfor- 
tunately, the early recognition of cirrhosis may 
be difficult. In fact, the victims of portal cir- 


Fig. 2 
Cirrhosis of the post-hepatitis type. Needle biopsy. 
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rhosis may be free of symptoms until the devel- 
opment of hemorrhage or ascites, which usually 
indicates that the cirrhosis is already far ad- 
vanced. 

Obstructive manifestations and collateral cir- 
culation* are usually easy of recognition, and 
are reasonably well understood. The toxic symp- 
toms of depression, delirium, coma, even con- 
vulsions, are less well understood. They are 
frequently ascribed to cholemia, but cholemia, 
itself, calls for clearer elucidation. 


Recently, considerable attention has been di- 
rected to the existence of a group of endocrine 
manifestations, particularly gynecomastia, and 
evidence of decreased function of the testes in 
the male, and ovaries in the female. 

In the diagnosis of portal cirrhosis, as in diag- 
nosis in general, a careful history, and a thor- 
ough physical examination are of the utmost 
importance. Once the history of alcoholism or 
of syphilis and its treatment is established, all 
the presenting symptoms and signs are inter- 
preted in a new light. 

Collateral circulation should always suggest 
the possibility of cirrhosis. 

At times thrombosis of the portal vein de- 
velops, and may elude recognition. Where the 
thrombosis is acute, it is often accompanied by 
a sudden and marked exacerbation in the ascites. 

Cirrhosis of the liver must be differentiated 
from the liver of congestive failure, and from 
splenic anemia and adherent pericardium, none 
of which offers much difficulty. Primary can- 
cer of the liver is relatively frequent, and is 
overlooked almost invariably in its early stages. 
Its presence may be revealed in many cases by 
biopsy. Tuberculosis must also be kept in mind, 
particularly tuberculosis of the peritoneum. With 
the decline in the general incidence of tubercu- 
losis, tuberculous peritonitis is much less fre- 
quent now than it was a generation ago. 

Laboratory studies now contribute a great deal 
to diagnosis of liver disease. The blood cells 
frequently may be microcytic and hypochromic. 
The urine of the decompensated liver is usually 
small in amount, concentrated, and shows an 
excess of urobilinogen. The serum bilirubin and 


*Infra-red increases remarkably the visual evidence 
of collateral circulation. Infra-red photography affords 
striking permanent record of the circulation. 
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icteric index may be normal, but are frequently 
somewhat elevated, while the serum proteins 
are usually down, sometimes with the reversal 
of the albumin-globulin ratio. The plasma pro- 
thrombin is usually diminished, and is not as a 
rule restored to its normal level by vitamin K 
(Paul Unger, et alii’). The cholesterol esters 
and alkaline phosphates are normal, or slightly 
diminished. The ascitic fluid in uncomplicated 
cirrhosis is usually yellow, with the specific 
gravity in the neighborhood of 1.016. 


Liver functional tests represent a development 
of recent years. The levulose test was intro- 
duced at the turn of the century by Strauss® in 
1901. The Bauer® galactose test followed in 
1906, and our ’phthalein test in 1912. There are 
now more than thirty liver functional tests avail- 
able, and unquestionably more will be added. 


It is interesting to note that liver and renal 
functional tests both developed side by side 
throughout the first half of this century. Renal 
function tests came into prompt and universal 
acceptance by the medical profession because 
they yielded clear-cut quantitative evidence of 
decrease in renal function. The liver functional 
tests, on the other hand, failed of acceptance, 
largely because they did not supply such clear- 
cut quantitative evidence. Liver functional tests 
are of real clinical value, but in a different way; 
more in revealing the presence of disease and 
the nature of the derangement, rather than the 
degree of deficiency. The wise use of liver func- 
tional tests calls for more insight into the signifi- 
cance of their findings, which must be inter- 
preted always in the light of the clinical situa- 
tion. 


In the employment of liver functional tests, 
their limitations as well as their value should 
be constantly kept in mind. In this connection, 
the following are of great importance: (1) the 
enormous reserve of the liver (80 to 90 per 
cent may be sacrificed without danger to life) ; 
(2) the regenerative capacity of the liver, which 
is almost unbelievable in degree; (3) the multi- 
plicity of functions of the liver; (4) the partici- 
pation of the liver in many vital processes; and 
(5) the changing functional picture incident to 
the progression of the disease. 


Because of the multiplicity of liver functions, 
no one test reveals total liver disability. Hence, 
batteries of tests are usually advocated. Their 
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wise employment calls for considerable clinical 
acumen, and also for due consideration of the 
available laboratory facilities and personnel. An 
excellent paper on this subject by Drs. Marion 
and Rumball!° was presented before this Associa- 
tion last year, and appears in the July 1948 
number of the Southern Medical Journal. 


Liver functional tests are here to stay. They 
demand wisdom in their selection in each indi- 
vidual case. At the moment they are being 
used for various purposes, as screening tests for 
mild and early tiver impairment; for differentia- 
tion of the hepatocellular, extra hepatic obstruc- 
tive, and hemolytic types of jaundice; for follow- 
ing the course of function of acute and chronic 
liver disease; and for determining the degree of 
involvement in the critical and terminal stages 
of liver disease. No doubt they may reveal injury 
in certain diseases in which liver injury to date 
has been unsuspected. 


The tests may be consequently considered 
under the following categories: 


(1) The dye tests 
Bromsulfalein 
Azorubin S$ 
Phenoltetrachlorphthalein 
Phenoltetraiodophthalein 
Tetrobromophenolphthalein 
(2) Carbohydrate metabolism 
Fasting blood sugar 
Glucose tolerance tests 
Levulose and galactose tolerance tests 
Blood lactic acid level 
Epinephrine hyperglycosuria 
(3) Protein metabolism 
Amino acids in the urine, long recognized as of 
diagnostic value in acute yellow airophy of the 
liver 
Low level of blood urea with high blood amino acids 
The serum albumen globulin fibrinogen levels and 
ratios 
Plasma prothrombin 
Vitamin K effect on plasma prothrombin 
Presence of other proteins is revealed by Takata-ara 
Cephalin flocculation 
Cholesterol flocculation 
Colloidal gold curve 
Thymol turbidity tests 
(4) Lipid metabolism 
Fat in the feces 
Level of plasma cholesterol and cholesterol esters 
Serum bilirubin relative to serum cholesterol (paral- 
lel in obstructive jaundice; divergent in hepato- 
cellular jaundice) 
(5) Bile pigment metabolism 
Serum bilirubin 
Van den Bergh’s test 
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Quantitative and qualitative 

Icterus index 

Bilirubin tolerance 

Urine bilirubin 

Excretion of urobilinogen in feces and urine 

Excretion of porphyrins 

(6) Bile acids and bile salts 

Their level in the blood and urine as revealed by 
Pettenkofer’s reaction and Gregory and Pascoe’s 
method 


(7) Miscellaneous, such as 
Hippuric acid synthesis 
Serum alkaline phosphatase 
Blood amylase 
Plasma vitamin A level and carotene 

It should be kept in mind that positive find- 
ings with liver functional tests usually indicate 
liver disease, but the functional findings must 
be considered in relation to the existing clinical 
picture, and also that negative findings do not 
of necessity mean normal livers. 

Biopsies'! of the liver are coming into rather 
common use. The most approved technic em- 
ploys the “Vim” Silverman needle. A biopsy 
may furnish accurate pathological information 
of great significance in diagnosis (Figs. 1, 2 and 
3),* and sometimes in prognosis and treatment. 


“The three figures herewith presented are from needle biopsies 
‘made by Dr. Rumball, Chief of Medical Service, and are presented 
through his courtesy. 


Fig. 3 


Primary carcinoma of liver. Diagnosed by needle biopsy 
and later proven at autopsy. 
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The pathological findings should always be inter- 
preted in the light of the clinical and functional 
findings. Biopsies are not devoid of danger, 
but they are justified under proper precautions. 
Peritoneoscopy, also, is employed advantageously 
at times, and comes into this same category. 
These procedures must compete with exploratory 
incisions which are done by the surgeon and 
permit broad visualization, palpation of the 
liver, and medical judgment in selection of the 
area to be biopsied. 

Sight should not be lost of the value of x-ray 
in revealing the size of the liver and of duodenal 
drainage in furnishing information as to the 
amount and composition of the bile. Study of 
the stools is always important in liver disease. 


Generally speaking, prognosis in cirrhosis of 
the liver is bad, but it has improved somewhat 
during the last decade because of improved man- 
agement. While variceal hemorrhage and ascites 
are of serious significance, they are not neces- 
sarily fatal, nor do they preclude marked im- 
provement in the patient’s condition, or even 
cure. The syphilitic cases, as a rule, respond 
somewhat better to treatment than the ordinary 
alcoholic type. 

In portal cirrhosis the following are of serious 
import: persistent fever and jaundice; variceal 
hemorrhage and ascites; toxic manifestations; 
and complications such as nephritis, tubercu- 
losis, or the development of primary carcinoma. 
Dietary measures lately adopted, and the use of 
liver extract and of antibiotics, have improved 
the outlook considerably. 

Currently, treatment is the livest topic in the 
field of cirrhosis. The old regimen of twenty- 
five years ago emphasized the value of milk and 
milk products, fruit and carbohydrates. Potas- 
sium iodide and mercury were employed liber- 
ally, and tapping was resorted to, as indicated. 


Omentopexy also enjoyed a considerable re- 
pute, and it resulted in apparent cure in 70 of 
224 cases in one series. Eck fistula was per- 
formed once fifty years ago, and has been dis- 
cussed constantly from that time on. Autodrain- 
age from the abdominal cavity has been prac- 
ticed with various procedures and with varying 
degrees of success. 

Recently the treatment of cirrhosis has under- 
gone a great change. Patek! has revolutionized 
many of our ideas relative to cirrhosis, its treat- 
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ment, and its prognosis. In 1936, impressed with 
the co-existing malnutrition, he came to the con- 
clusion that advanced portal cirrhosis represents 
a deficiency disease. In consequence he em- 
ployed a much more liberal diet, and also admin- 
istered vitamin B, or its products, brewer’s yeast, 
injections of liver products, thiamine, and so on. 


The results of his twelve years’ study were 
reported in the current number!” of the Journal 
of the American Medical Association (October 
23). His series involved 124 treated cases and 
368 controls. With the new regimen, at the end 
of one year the survival was 69 per cent as 
against 39 per cent of the controls; at the end 
of two years, 50 per cent as against 21 per cent; 
at the end of five years, 30 per cent as against 
7 per cent. The clinical improvement was strik- 
ing in many cases. Twelve of his patients re- 
verted to their former drinking habits, and all 
twelve promptly died. 


In the treatment of cholemia, Patek employed 
the time honored intravenous infusion of glu- 
cose and saline solution, but enriched his solu- 
tion with vitamin B products, thiamine, nico- 
tinic acid, and riboflavin. The results appeared 
almost miraculous at times. In the management 
of ascites, he restricted fluid and salt, and used 
combined diuretics according to accepted prac- 
tice. 


Patek unquestionably has done much for the 
victim of portal cirrhosis, but he has also done 
much for the medical profession, since, by instill- 
ing new hope, he has inspired the profession to 
new efforts. 


In addition to a diet and vitamin B, it has 
been suggested, on the basis of experimental 
work by Gyorgi and Goldblatt, that methionine! 
and choline,!* and other lipotropic agents, and 
cystine, may be of value in retarding or in 
reversing the progress of fibrosis which is com- 
monly encountered. 


A number of clinical papers have been pub- 
lished to date by excellent observers and, al- 
though the value of these lipotropic substances 
cannot be regarded as established, yet the clin- 
ical results are at least highly suggestive, and 
call for further exploration along these lines. 

Transfusions are often indicated, especially 
after hemorrhage or tapping. Plasma, also, may 
be very helpful. Albumen in 50 gram doses is 
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being utilized by Thorne. This may eventually 
prove to be a valuable addition to our arma- 
mentarium. 

Hemorrhage: always calls for special effort. 
Various hemostatics are being employed locally 
in the esophagus, such as cephalin, brain lipoids, 
thromboplastin and fibrinogen, local “gelfoam,” 
“hemapaks,” “oxycel,” and so on. Injection of 
the veins in areas visualized by the esophago- 
scope is being tried with questionable results, 
utilizing principally sodium morrhuate, hyper- 
tonic solutions of dextrose, inert sugar, “sylno- 
sol,” and other sclerosing agents. Tamponage 
of the mediastinum is also being tried. 


Recently, tamponage!> of the esophagus has 
been attempted. Last year, because of our ina- 
bility to control intractable hemorrhage in some 
of our cases, Drs. Zimmerman, Todd, Anjac and 
I devised an esophageal tampon (Fig. 4), using 
the Miller-Abbott tube for nutrition, and an 
inflatable latex bag for producing pressure on 
the bleeding areas in the lower end of the 
esophagus and the cardiac end of the stomach. 
This procedure has been successful in 8 of 12 
instances in which it was employed. 


Surgery and Shunting Operations in the Con- 
trol of Portal Hypertension.—Surgery in the con- 
trol of portal venous pressure is being actively 


Fig. 4 
Esophageal tamponade for control of variceal hemorrhage. 
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developed at the present time. Fifty years ago 
Eck produced a fistula between the portal vein 
and vena cava. The patient survived over a 
period of three months. This, by many, is con- 
sidered the operation of choice, among them 
Blalock,!® who has added much to our knowl- 
edge of vascular surgery. Blakemore!’ and oth- 
ers have utilized anastomosis of the splenic vein 
to the left renal vein where the Eck fistula was 
not feasible. Linton, Hardy and Volwiler'® 
advocated splenectomy with secondary anasto- 
mosis of the splenic to the left renal vein. It 
has also been suggested that in all cases where 
the spleen is removed, as for instance in Banti’s 
disease, the central end of the splenic vein be 
anastomosed with the left renal vein to avoid 
future complications. 

Phemister'? has made an entirely different 
approach to the solution of the problem. He has 
extirpated the lower end of the variceal area to 
the upper end of the stomach. Time must elapse 
before the value of this procedure can be assayed. 


DISCU 


SION 


Cirrhosis of the liver is an old problem. Our 
interest in it at present is quite fresh, largely 
because of the impetus of Patek on the subject 
of management. Yet the modern “deficiency 
disease concept” is not entirely new since Vidal,?° 
fifty years ago, before the days of calories, hor- 
mones, or vitamins, suggested that cirrhosis of 
the liver might be a liver deficiency disease in 
the same way that myxedema represented a thy- 
roid deficiency. He advocated the feeding of 
pulped pig’s liver 31% ounces daily, and the injec- 
tion of liver extract “hepatin.”” His contempo- 
raries, Gilbert and Carnot,?! also treated a series 
of cases along these lines, and Mauras?? reported 
14 cases so treated, with disappearance of the 
ascites in seven of them. Vidal was ahead of his 
time, and it is a tragedy that fifty years had to 
elapse before Patek, quite independently, took 
up the problem where Vidal left off. 


To me it seems that medicine should turn 
more to prevention of cirrhosis through a clearer 
elucidation of the roles in pathogenesis, of alco- 
hol, syphilis and its treatment, antecedent jaun- 
dice, virus hepatitis, amebiasis, and so on. Such 
an approach should involve further, and more 
detailed statistical studies, more intensive and 
prolonged, continuous or serial clinical studies 


SOUTHERN MEDICAL JOURNAL 


April 1949 


of the victims of alcoholism, syphilis, hepatitis 
and other virus infections. Such studies should 
include periodic check-ups in the clinical labora- 
tory, the use of functional tests, and perhaps of 
liver biopsy, and should include information 
concerning the habits of the patient relative to 
diet and indulgence in alcohol. Perhaps ante- 
cedent jaundice sensitizes the liver to injury by 
alcohol, and in all such individuals alcohol 
should be prohibited. Perhaps the age of tis- 
sues, and the passage of time, are themselves 
determining factors in the development of portal 
cirrhosis, in the same way that time is a factor 
in the delayed onset of chronic nephritis follow- 
ing an acute attack, or of heart disease of rheu- 
matic origin following long after the subsidence 
of the febrile phase of rheumatic fever. 


The role of filterable viruses in the etiology 
of liver disease should be explored, utilizing all 
of the recent advances in isolation technics. Dr. 
Murray Sanders, with whom I have discussed the 
possibilities of animal transplants and egg inocu- 
lations with fresh biopsy material, informs me 
of the advisability of repeating former negative 
experiments with newer technics: 


“tissue grafts on the membrane of fertilized eggs and 
the use of inoculations (for example, inoculation of 
autolized tissue and the use of a broader range of 
experimental animals) as well as a manipulation of 
specimens in suckling animals.” 


The matter of functional tests and of biopsy 
findings are now occupying the attention of most 
of the internists interested in liver disease. 
Greater sanity is needed in the employment of 
these tests. With some of our colleagues, Dr. 
Blumberg (pathologist to our hospital), and I 
are attempting to determine the possibilities of 
“composite tests” of liver function and the adop- 
tion, periodically, of “liver days” at suitable 
intervals, in order to protect the welfare of the 
patient, and also the facilities and personnel of 
our laboratories. 


Liver biopsies are important, undoubtedly. 
The relative value and dangers of liver biopsies 
and peritoneoscopy by the internist, and of 
exploratory laparotomy by the surgeon, still 
remain to be determined. The laparotomy, two- 
inch incision, with modern asepsis, including the 
use of newer antibiotics, offers little risk and 
affords the additional opportunity to see and 
feel the liver, and to select the area to be 
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biopsied. On the other hand, a needle biopsy 
frequently furnishes the crucial information 
wanted without “fuss or feathers.” It may be 
done once, or serially, as the situation demands. 
However, it may lead to error because of the 
unselected area explored. Occasionally, it leads 
to intra-abdominal hemorrhage, and very infre- 
quently to death or disaster. It is, however, 
easily justifiable in hospital practice where 
surgical assistance is readily available in case 
of need. 


The subject of portal hypertension calls for 
additional study, especially the development of 
collateral circulation. This calls for active clin- 
ical and pathological investigation rather than 
passive acceptance, and for experimental repro- 
duction in laboratory animals. 


In the study of liver disease, more medical 
and surgical teamwork is highly desirable. For 
the best interest of the patient it is almost a 
necessity. The tendency, as I see it, is for the 
internist to persist even in the face of failure, 
and to delay surgical consultation until it is 
often too late. Patients should not be studied 
to death by internists. Surgeons should be 
called earlier, if they are to be of help to the 
patient. They must act before the patient is too 
close to death’s door. Shunting operations, to 
be effective, should be performed earlier than 
they are at present. It is a golden rule in hand- 
ling liver cases to call for surgical consultation 
early in decompensated liver disease and in all 
cases of ascites and hemorrhage, if medical man- 
agement is proving ineffectual. 


My impression, based on 35 years of interest 
in the subject, is that we have failed, and are 
still failing, to a large degree in our management 
of cirrhosis of the liver. Prevention, if feasible, 
will prove our best approach. This, of course, 
calls for a clear understanding of etiology. Fail- 
ing prevention, then we should strive for earlier 
recognition of cirrhosis, and place much greater 
emphasis on its early management, and on 
measures to prevent progression, the develop- 
ment of connective tissue, and of fibrosis. We 
should, if possible, adopt protective manage- 
ment against connective tissue increase, contrac- 
tion, portal hypertension, and hemorrhage and 
ascites. Once we are satisfied that our medical 
management is unsatisfactory, we should call 
for the surgeon, and see what he has to offer. 
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With the intense widespread interest now evi- 
dent in cirrhosis of the liver, more progress un- 
doubtedly will be made towards its prevention, 
its earlier recognition, and its better manage- 
ment. Cirrhosis still awaits the magic touch of 
a Richard Bright. 
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THE DIAGNOSIS OF CHRONIC 
RECURRENT PANCREATITIS* 


By W. GraFton HERSPERGER, M.D. 
Baltimore, Maryland 


The accuracy with which any unusual dis- 
order may be diagnosed depends upon the de- 
gree of suspicion aroused in the clinician. For 
this reason, it is believed worthwhile to call 


*Read in Section on Gastroenterology, Southern Medical Asso- 


ciation, Forty-Second Annual Meeting, Miami, Florida, October 
25-28, 8. 
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attention to the desirability of considering 
chronic recurring pancreatitis in the differential 
diagnosis of repeated attacks of abdominal pain, 
for which the explanation is not otherwise satis- 
factorily determined. This is especially true 
when the site of the pain is primarily in the 
upper abdomen. The condition is usually diag- 
nosed at operations performed for other sus- 
pected diseases, the possibility of chronic pan- 
creatitis not having been considered clinically 
because of limited knowledge of its various 
manifestations. This paper is therefore intended 
to present some of these manifestations as ob- 
served in an analysis of 33 cases and a review 
of some of the recent literature. 


Whereas disease of adjacent organs, especially 
of the extrahepatic biliary tract, is responsible 
for many cases, this discussion is primarily con- 
cerned with those in which there is no other 
apparent predisposing disease, and in which 
the etiology is unknown. Numerous suggestions 
have been made as to etiology but represent 
no more than conjecture. Chronic alcoholism is 
present in at least 50 per cent. It should be 
added here, however, that many patients with 
post cholecystectomy symptoms, which were 
believed to indicate further biliary tract disease, 
were found at operation to have pancreatitis. 

The term “chronic recurrent pancreatitis,” as 
used here, is intended to denote cases in which 
there have been repeated attacks of pancreatitis 
of varying severity, occurring over longer or 
shorter periods of time. The presence of diabetes 
mellitus, calcification within the gland or steator- 
rhea is not considered essential to justify such 
a diagnosis. The repetitive nature of the attacks 
does constitute the basis for the term “chronic.”! 


In this series, there were 23 males and 10 
females. The average age at onset was 38 years, 
extremes being 18 and 67 years, respectively. 
Comfort! and others reported a case 10 years 
of age and Martin and Canseco? refer to a case 
1 year old. One man had had infrequent attacks 
for 22 years, another for only 2 weeks. 


The outstanding feature of chronic recurring 
pancreatitis is pain occurring in repeated attacks 
beginning usually in the epigastrium, sometimes 
periumbilical, and radiating to the right or left 
costal margin, to either scapula, the upper lum- 
bar region or costovertebral areas, especially 
the left. Pain may occasionally be generalized 
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over the abdomen or radiate toward the pelvis. 
Pain in the left costovertebral region led to 
urological investigation with negative findings 
in two cases in this series. It is possible that 
the portion of the pancreas involved and the 
extent of involvement may determine location 
and radiation of pain but this could not be 
evaluated in this present study. Pain varies in 
intensity. It is described as boring, gnawing, 
stabbing, cramping, prostrating, occasionally as 
a dull ache, frequently not relieved by mor- 
phine sulfate or having a tendency to return 
after the drug’s effect has subsided. This is in 
contradistinction to the pain of gallstone colic. 
Onset is frequently gradual and the pain tends 
to be more steady in intensity than that of 
biliary colic. In the severe attacks, the patient 
may lie with the legs flexed over the abdomen 
or roll about because of the intensity of pain. 
In general, the longer the disease lasts the more 
frequently attacks occur, up to three and four 
daily in some instances, and the longer the dura- 
tion of the attack. The pain likewise tends to 
become more unbearable so that many become 
drug addicts. Duration of the pain may be a 
few hours to many days with remissions of 
several weeks or months or even years. In some 
patients, in whom the disease has progressed 
over a period of time, clinical manifestations 
may be persistent and there may be almost con- 
stant pain for weeks, relieved only temporarily 
by opiates. However, Maimon* and others had 
three cases without pain in whom the diagnosis 
was said to have been established by the demon- 
stration of pancreatic calcification. In this series, 
31 of 33 patients had a history of severe pain. 
Of the two in whom pain was mild, one had 
evidence of calcification in the pancreas, the 
other had had diabetes for years and steatorrhea 
more recently. Three patients not included in 
this series, who died of other causes, and who 
had no history of digestive disturbance, were 
found at autopsy to have calculi in the pan- 
creatic ducts, calcification in the gland and 
varying degrees of gland atrophy. 


Whereas alcohol precipitated attacks in many, 
a few drank because they obtained temporary 
relief. Vigorous exercise, worry, fatigue, and 
dietary indiscretion frequently preceded exacer- 
bations. Sodium bicarbonate and “alka seltzer” 
brought relief in some. Attacks followed the 
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taking of food in less than 50 per cent and 
there is no tendency for food to relieve pain. 

A significant degree of flatulence is present 
at some time in all cases and most patients 
avoid fatty foods because of it. The presence 
of flatulence, with or without anorexia, may 
antedate the first attack of pain. Vomiting 
occurs in the midst of exacerbations in approxi- 
mately 50 per cent and brings relief to some. 
The history reveals diarrhea and constipation 
to be about equally divided, with a definite 
tendency to the latter during an attack. 


A small percentage experience chills in some 
attacks. Fever is minimal except in the presence 
of extensive tissue necrosis, complications, or 
where the process is fulminating. Jaundice 
usually is slight but present at some time in 30 
to 50 per cent of patients, tending to be present 
only during the exacerbation. In one patient, 
a pancreatic calculus was found blocking the 
common duct, whereas an enlarged indurated 
pancreas compressed the common duct in the 
other patients explored. Jaundice does occur, 
however, when no common duct involvement 
can be demonstrated but evidence of hepatitis 
is present. If jaundice persists when acute mani- 
festations have subsided, the presence of hepa- 
titis or biliary tract disease will be suspected. 

Weight loss is a constant finding if attacks 
occur frequently, but good nutrition may be 
maintained during the intervals between exacer- 
bations unless steatorrhea has developed. 

Gastro-intestinal hemorrhage, either hemate- 
mesis or melena, occurs in 10 per cent, may be 
very severe and is one cause of death. 


Between attacks, some patients experience 
poor appetite, postprandial distention, mild 
upper abdominal pain or tenderness. 


On physical examination there is no single 
finding giving a clue to the nature of the proc- 
ess. Varying degrees of epigastric, peri-umbili- 
cal, or right or left upper quadrant tenderness 
are present. Rarely, the entire abdomen may 
be tender. Marked tenderness occurs in less 
than 50 per cent and marked involuntary muscle 
spasm considerably less frequently, neither tend- 
ing to correspond with the degree of spontaneous 
pain. This fact frequently leads to such diag- 
noses as psychoneurosis or functional disorder. 
The tenderness is frequently said to be deep. 
Shock is usually absent or minimal, pronounced 
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only in the more severe episodes. A vague, deep 
epigastric resistance is frequently reported but 
only 5 of the 33 patients demonstrated an un- 
questionable mass. Various authors have be- 
lieved this relative infrequency of a palpable 
mass to be useful in differentiating malignant 
disease of the pancreas, but DaCosta found a 
mass in only 13 of 137 cases of carcinoma. A 
slightly enlarged liver is palpable in 25 per 
cent. Slight tachycardia is usually present. 


Determinations of the value of the serum 
amylase or lipase constitute the laboratory tests 
of greatest significance, and make possible the 
establishment of a diagnosis of pancreatitis with 
great accuracy. These studies are of help only 
when there is active pancreatitis. Serum lipase 
analysis has not been used as widely as serum 
amylase analysis, but Comfort’ says that serum 
lipase concentration has been accurate in point- 
ing to the presence or absence of active pancrea- 
titis in 99 per cent of cases, and that of serum 
amylase accurate in 87 per cent of cases. Others 
have not found lipase alterations as consistent as 
those of amylase. These values rise within a 
few hours of onset of an attack, and the increases 
continue for 12 to 24 hours, then gradually sub- 
side over a period of 4 to 7 days. If extensive 
destruction of pancreatic acini has occurred as 
a result of repeated attacks, the serum enzyme 
rise may not occur. Serum amylase determina- 
tions? '3 were performed in 8 cases. Seven were 
significantly elevated and one was low. Subse- 
quent observation showed marked atrophy and 
fibrosis in the pancreas of this patient. Eleva- 
tion of amylase in the urine!® persists a short 
time longer than in the serum. Between attacks, 
these studies will rarely be of value. However, 
suggestive, but by no means conclusive, informa- 
tion may be obtained at this time by finding 
persistently low amylase, lipase, or trypsin 
values with double tube duodenal drainage"! after 
administration of secretin® intravenously, or the 
use of other methods!? of stimulation described 
in the literature. The finding of repeated sig- 
nificant reduction suggests considerable loss of 
pancreatic acinar tissue or obstruction of ducts 
by calculi or other causes, and would usually 
not be present until the disease had progressed 
quite far. Steatorrhea with its foul, bulky, 
greasy, oily, not usually foamy stools with fat 
content in excess of 10! per cent of intake, 
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might be present as well as creatorrhea. Steator- 
rhea was observed in 6 of 33 cases but other 
authors have reported its presence in over 50 per 
cent of patients, suggesting that the disease was 
further advanced in their cases. 

Evidence of disturbed carbohydrate metab- 
olism in 18 of 33 patients coincides with the 
average of 50 per cent generally reported. Seven 
of this group had permanent manifestations of 
diabetes mellitus and four had a positive glucose 
tolerance test only immediately after an attack. 
The other patients showed only transient hyper- 
glycemia and glycosuria. Chronic pancreatitis 
should be suggested when a positive glucose tol- 
erance test occurs in association with recurrent 
attacks of upper abdominal pain, especially if 
there is a history of alcoholism. The onset of 
diabetes after such an attack is especially sig- 
nificant. 

Moderate normocytic or hypochromic anemia 
is present in the advanced cases. The leukocyte 
count is either normal or only moderately ele- 
vated during an exacerbation. A leukocytosis of 
more than 14,000 to 16,000 is occasionally 
noted and lesser values are frequent. The sedi- 
mentation rate is invariably increased during 
attacks; in some cases even during apparent 
remission. Bromosulfalein liver function tests 
were performed in eight patients; these were 
reported positive in two patients previously 
showing no dye retention. When hepatic dis- 
ease develops secondarily, it is most frequent 
if there has been common duct obstruction, but 
it has been demonstrated in its absence. 


Roentgenologic examination reveals evidence 
of calcification in the region of the pancreas 
in 40 to 50 per cent of cases, varying in extent 
from the most minute to large discrete shadows 
or widespread involvement outlining the entire 
gland (Figs. 1 and 2). For the most part, the 
calcification was observed in films taken for 
other purposes, but special x-rays of the pan- 
creatic area brought out shadows not otherwise 
noted. Calcification to the left of the midline 
is sometimes misinterpreted as kidney stone 
(Fig. 3). It is interesting that, in this series, 
75 per cent of those considered chronic alco- 
holics had calcification, whereas only 30 per 
cent who were not alcoholics had evidence of 
calcification. It also appeared that, in this 
group, patients with calcification complained of 
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the more severe pain, but this is, by no means, 
invariably true. 


Fig. 1 
Case 9212-10. Before development of pancreatic calcifi- 
cation, 1946. Symptoms present for 18 months. 


Fig. 2 
Case 9212-10. After development of pancreatic calcifi- 


cation, 1947, 


Fig. 3 
Case 180329. Calculi in the ducts and calcification in the 
parenchyma of the pancreas found at operation. Shadows 
are opposite transverse process of second lumbar vertebra. 
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Cholecystograms tend to be normal except in 
the presence of jaundice, and occasionally when 
there is no jaundice but operation demonstrates 
a distended non-inflamed gallbladder. 


Gastro-intestinal series demonstrates disturbed 
motility and pressure defects. Gastric dilatation 
and retention occur most frequently secondary 
to external pressure on the duodenum. The duo- 
denal lumen may be narrowed and, in one case, 
the lesser curvature of the second portion 
showed an irregular pattern. Widening of the 
loop occurs infrequently. Adhesions in the region 
of the cap may cause confusion with ulcer. Dur- 
ing an attack, dilated loops of small intestine 
may be noted. Some patients with steatorrhea 
show hypermotility of the small intestine and, 
infrequently, an abnormal pattern of the mu- 
cosa (Fig. 4). 

Three cases demonstrate some of the diffi- 
culties encountered in the diagnosis of chronic 
recurrent pancreatitis. 


Case 398642.—A fifty-year-old white man complained 
of recurrent attacks of upper abdominal pain of six 
months’ duration and loss of 30 pounds in weight. 
The pain lasted 2 to 3 hours and occurred every third 
or fourth day, tending to radiate about the lower chest 
bilaterally to the back. The pain was sometimes accom- 


Fig. 4 
Case 212621. Pressure defect of the second and third 
portions of the duodenum. Head of pancreas enlarged, 
hard. Biopsy showed scarring and chronic inflammation. 
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panied by vomiting and frequently relieved by “alka 
seltzer.” Alcoholic intake had been excessive for years. 
The appetite and bowel habit were normal except dur- 
ing pain. Soreness in the epigastrium persisted between 
attacks. General physical examination and all x-ray 
studies were normal except for evidence of weight loss. 
Glycosuria and a diabetic type of glucose tolerance 
curve were found. The combination here of alcoholism, 
severe recurrent upper abdominal pain and diabetes 
mellitus should have suggested search for evidence of 
pancreatic calcification, but the patient was treated for 
the diabetes and a suspected gallbladder disease for 
several months. Symptoms continued with increasing 
severity, however, and small flecks of calcification were 
observed in the region of the pancreas. At this time, 
opinion was divided between pancreatitis and calcifica- 
tion in a retroperitoneal tumor. Pain from a retroperi- 
toneal tumor is likely to be more persistent and kidney 
displacement may occur. A markedly elevated serum 
amylase level was obtained during an attack. Subse- 
quently, relief followed bilateral splanchnicectomy and 
lumbodorsal sympathectomy. It is of interest that 
operation on the left side alone brought relief of pain 
on the left but not on the right side. 


Case 375861.—The second case is that of a man, aged 
39 years, who had had recurring attacks of epigastric 
pain of increasing severity and frequency for 22 years. 
The pain was described as excruciating when seen in 
1947. During this period there had been an appendec- 
tomy at the patient’s insistence, a cholecystectomy, a 
urological investigation because of left costovertebral 
angle pain, and finally an exploratory laparotomy with 
release of adhesions in the left upper quadrant. In 
December, 1947, a positive glucose tolerance test was 
obtained but no calculi noted by x-ray study. The 
impression at this time included: “recurrent intestinal 
obstruction, gastric crises, schizophrenia, and pancreatic 
calculi.” Marked weight loss occurred in early 1948 and, 
in the midst of a severe attack, a markedly elevated 
serum amylase value was obtained. Exploration at this 
time revealed chronic pancreatitis with an exacerbation. 


The diagnosis could have been made much 
sooner and this man could have been spared 
many operations and much expense had any of 
the various surgeons considered pancreatitis in 
the differential diagnosis and explored this 
region. 


Case 46595.—The third case is that of a 25-year-old 
colored woman who complained of severe aching pain 
in the epigastrium and right upper quadrant and weight 
loss for one month. The pain recurred at intervals and 
each attack was accompanied by vomiting. Tenderness 
was present in the epigastrium but no muscle spasm. 
All x-ray studies were negative, and a mild diabetes was 
noted. Temperature and leukocyte count were normal. 
Moderate hypochromic anemia was present. Six months 
later, during an exacerbation, exploratory laparotomy 
was performed and a diffusely enlarged hard pancreas 
found. Postoperatively, the stools were found to con- 
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tain a large amount of fat. If the stools had been 
examined preoperatively and a glucose tolerance test 
performed as well as serum enzyme studies, a more 
accurate diagnosis might have been possible. 


In differential diagnosis, chronic recurrent 
pancreatitis is most likely to be misinterpreted 
as some form of biliary tract disease. The latter 
condition is more frequent in women, onset is at 
a slightly more advanced age and weight loss is 
usually absent. Pain occurs more regularly in 
the right upper quadrant of the abdomen and, 
in the case of biliary colic, is not as steady in 
character and does not tend to persist after the 
effect of an opiate has subsided. Gallbladder 
visualization will usually be normal in chronic 
pancreatitis. If abnormal, exploration may be 
necessary. 

The pain of peptic ulcer is usually more 
rhythmical. The tendency to hyperchlorhydria 
and transient relief of pain by food, more regu- 
lar relief by alkalies and roentgenographic signs 
should make differentiation of peptic ulcer pos- 
sible. 

Suspicion of a ruptured viscus may be enter- 
tained in the midst of an exacerbation of pan- 
creatitis. A careful history, air beneath the 
diaphragm on plain abdominal x-ray film, greater 
degree of shock and muscle spasm would indi- 
cate a ruptured viscus. 

Intermittent intestinal obstruction can fre- 
quently be differentiated by the character of 
the pain, and the demonstration of fluid levels 
in the intestine. 

Urinary tract lesions are likely to be con- 
sidered if the pain is in the lumbar region or 
tends to radiate toward the pelvis. The absence 
of other urinary symptoms and signs plus a 
negative x-ray of the urinary tract should sug- 
gest further study elsewhere. 

The history should aid greatly in differentiat- 
ing coronary thrombosis. In addition, the pres- 
ence of electrocardiographic changes or a peri- 
cardial friction rub shows the trouble to be 
above the diaphragm. 


In carcinoma of the pancreas or ampulla of 
Vater, the disease process is usually more steadily 
progressive. Back pain appears to be more con- 
stant in carcinoma of the body of the pancreas. 

When steatorrhea is present, non-tropical 
sprue may be suggested. However, pancreatitis 
almost never shows other deficiency manifesta- 
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tions of this disorder. Hypocalcemia with tetany 
did occur in one of the thirty-three cases but 
this patient was in a very poor state of nutri- 
tion. The character of the pain in the two dis- 
eases is different and jaundice, diabetes, and 
pancreatic calcification would be unlikely in 
nontropical sprue. 

The presence of these latter manifestations, 
along with elevations of serum amylase or lipase 
will further help to differentiate, for practical 
purposes, all of the above conditions. 

In summary, the first requirement in the diag- 
nosis of chronic recurrent pancreatitis is that 
the physician be familiar with the possible mani- 
festations of the disease and suspect it along 
with other disorders causing upper abdominal 
pain. It should especially be considered if appro- 
priate studies have failed to reveal disease of 
adjacent organs when there is a long history 
of recurring attacks of severe, steady epigastric 
pain not relieved or only temporarily relieved 
by morphine sulfate. A history of alcoholism 
and the presence of disturbed carbohydrate 
metabolism is strong supportive evidence. Films 
taken to exclude other diseases should be care- 
fully scrutinized for evidence of calcification 
within the pancreas. 

Excess fat and meat fibers in the stools and 
definite evidence of reduced acinar function by 
duodenal drainage are not to be expected early 
but may become manifest as the disease pro- 
gresses. Between attacks it may be impossible 
to make a diagnosis unless some of the sequelae 
outlined have developed. Chronic recurrent pan- 
creatitis can be most accurately demonstrated 
by the finding of elevated serum amylase or 
lipase values in the midst of an exacerbation. 
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DISCUSSION (Abstract) 


Dr. J. M. Rumball, Coral Gables, Fla—I marvel at 
Dr. Hersperger’s being able to collect thirty-three cases of 
chronic recurrent pancreatitis. In a fairly active, mod- 
erate sized general hospital, we have been able to collect 
approximately four cases, in two years, and one of those 
is today questionable. 

As Dr. Hersperger and Dr. Howard have said, the 
first prerequisite for a diagnosis of chronic recurrent 
pancreatitis is to keep this condition in mind. We have 
been pancreas minded and still do not seem to find many 
of these cases. 

Once one has this condition in mind, the next step 
in making the diagnosis will depend upon three factors: 
(1) the stage of the attack; (2) the stage or the type of 
pancreatitis present; and (3) the laboratory facilities 
available and the accuracy of the laboratory tests. As 
has been pointed out, it is extremely difficult at times 
to arrive at a diagnosis of chronic recurrent pancreatitis 
between the acute attacks. However, if calcification of 
the pancreas is present or steatorrhea, then the diag- 
nosis is relatively easy. 

If the disease has progressed to a point where there 
is very little normal acinar tissue, then during the acute 
attacks one may often get normal blood levels for the 
serum amylase or serum lipase. Here, again, the presence 
of diabetes, calcification, or steatorrhea is helpful. 

Dr. Comfort, in his treatise on chronic recurrent pan- 
creatitis, which, incidentally, I believe is the best work 
I have seen on this subject, has divided this disease into 
approximately seven groups, juggling the combination 
of pain, diabetes, calcification and steatorrhea so that 
each group contains a different combination. 

In some hospitals the laboratory facilities are not ade- 
quate to aid in the diagnosis of this condition. The test 
for serum lipase has been said to be a difficult test and, 
therefore, may be inaccurate. However, recently Gold- 
stein, Epstein and Roe, of George Washington Univer- 
sity, reported a more accurate method of determining 
the serum lipase in the Journal of Laboratory and 
Clinical Medicine. We have not used this test as yet but 
intend to determine its accuracy. 

The use of the secretin test, that is the stimulation of 
pancreatic secretions by the hormone, secretin, has been 
reported by Diamond, Pollard, Comfort and others, to 
be extremely helpful in the diagnosis of pancreatic 
disease. 

As you know, Baylis and Starling, in 1902, first 
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isolated the hormone, secretin. from the intestinal mu- 
cosa. But it was not until 1934 that Agren and 
Lagerlof were able to prepare a nontoxic secretin. 
Later these same investigators developed the bilumen 
tube for obtaining pure samples of pancreatic secretions. 

This tube is introduced into the duodenum by the 
usual procedure and constant suction is used so that 
the gastric secretion is continually aspirated, preventing 
it from entering the duodenum, thereby obtaining rela- 
tively pure duodenal content through the other side of 
the bilumen tube. 


After fasting, specimens are obtained over two ten- 
minute periods, and one unit per kilo of secretin is 
given intravenously. Then, samples are collected from 
the duodenum over three twenty-minute periods. In 
cases of chronic pancreatitis, the total secretion after 
stimulation may be diminished. Analysis of the duo- 
denal content for amylase. lipase, and _ bicarbonate 
radical is then determined. Ii these determinations are 
below the minimum average, this test is helpful in the 
diagnosis of chronic pancreatitis. However, the same 
diminished volume and enzyme content can be found 
in carcinoma of the pancreas. 

We have used this test on two cases of chronic 
recurrent pancreatitis but so far are unable to evaluate 
it. We have not yet established normals for our labora- 
tory. So, I am not prepared to say, from my own 
opinion, how accurate the use of the secretin test is at 
this time. 


Dr. John S. Atwater, Atlanta, Ga—I should like to 
comment upon the ratio between the accuracy of diag- 
nosis and the physician's degree of suspicion. 


Whereas late in the disease process the diagnosis may 
be readily apparent, vet early in the course of the 
disease it may be a complete failure from the clinician’s 
point of view, and the surgeon and pathologist may be 
the only ones able to demonstrate the pancreatic dis- 
ease. Such a situation should not breed pessimism but 
rather spur each of us on toward leaving no stone un- 
turned in our quest for earlier methods of diagnosis. 
Although the men engaged in clinical and laboratory 
research are essential to the ultimate solution of this 
problem, the responsibility is largely shared by the 
clinician, for it is to him that the patient first comes. 
If the titer of the clinician’s alertness is high, there is 
an increasing likelihood that an accurate diagnosis will 
be made. If the titer is low, a pitfall ensues. 


Thomas Cawley, in 1788, described in the London 
Medical Journal the case of a man “aged thirty-four 
years, strong, healthy and corpulent, accustomed to free 
living and strong corporeal exertions in the pursuit of 
country amusements,” who, “in December, 1787, was 
seized with diabetes; He gradually became 
emaciated and debilitated and his urine was found to 
be sweet and to contain a substance which was fer- 
mentable with yeast. Aiter treatment with a “variety 
of medicines, the usual consequence of inefficacy and 
despair,” the patient died. At necropsy “the pancreas 
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was full of calculi, which were firmly impacted in its 
substance. They were of various sizes, not exceeding 
that of a pea, white, and made up of a number of lesser 
ones, which made their surfaces rough, like mulberry 
stones; and in all respects they appeared analogous to 
the calculi which we sometimes meet with in the salivary 
ducts. The right extremity of the pancreas was very 
hard, and appeared to be scirrhous.” 


Thomas Cawley recognized the pancreatitis but as- 
sumed that the pancreatitis was due to the diabetes 
instead of the diabetes, being a sequela of the pan- 
creatitis. Modern clinical and laboratory evidence has 
overcome this misinterpretation of the sequence of 
events. However, the trap is still there if we fail to 
know the characteristics of the enzymatic determina- 
tions. For example, the serum amylase should be deter- 
mined early in the course of the illness. Many here 
today have shared the experience of finding an elevated 
and diagnostic level of serum amylase made at the height 
of a nocturnal attack, while the following morning, only 
a few hours later, the test results were negative or 
debatable. Dr. Elman, of St. Louis, has said that 
prior to the use of pancreatic enzyme determinations 
only a few cases were diagnosed each year in one hos- 
pital. After such tests were made available 95 cases 
were reported in five years. With expanding laboratory 
facilities, it is to be hoped that such procedures will 
not be limited to large university centers, but will be 
routinely performed in any hospital or laboratory. 


CURRENT STATUS OF JET INJECTION* 


By James G. Hucues, M.D. 
Rosert G. Jorpan, M.D. 
and 
FONTAINE S. Hitt, M.D. 
Memphis, Tennessee 


The first fundamental change in injection 
technic in one hundred years has been the intro- 
duction of jet injection, a method by which 
medications can be introduced into the tissues 
without needle or syringe. Previous publica- 
tions'-§ have shown the applications of this new 
method to the problems of clinical medicine, and 
have revealed the effectiveness of the technic. 


The chief advantages of jet injection are that 
it is a relatively painless procedure,? * and that 
it has the technical simplicity of not requiring 


“Read in Section on Pediatrics, Southern Medical Association, 
Annual Meeting, Miami, Florida, October 25-28, 


*From the Pediatric Division, College of Medicine, University 
of Tennessee. 
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sterilization of needles and syringes. In addi- 
tion, when used in mass immunizations there js 
no possibility that viral agents from one indi- 
vidual could be introduced into another by im- 
proper sterilization of equipment. This would 
be of real significance in regard to the virus of 
infectious hepatitis which has been known to 
have been transferred in this manner.? 


METHOD OF INJECTION 


The method of administering medications by 
jet injection is based upon the fact that the 
human skin can be penetrated by extremely fine 
jets if these jets are subjected to adequate pres- 
sures. Penetration of the skin can be achieved 
with little or no pain because the cross-sectional 
diameter of the jet is only 1/37 that of a 26 
gauge needle. Apparently, fewer pain fibers are 
struck by the jet than by the needle. 


The injecting instrument, called the “hypo- 
spray,” is illustrated in Fig. 1 along with the 
metal ampoule called the metapule, which con- 
tains the drug. 


In order to make an injection, the hypospray 
is cocked by rotating a sleeve on the rear of the 
instrument. The metapule is locked in place 
after it has been dropped untouched from the 
aluminum case into the anterior end of the 
instrument. The skin at the site to be injected is 
cleansed with acetone and allowed to dry so that 
the blunt-nosed end of the metapule will not slip 
on the skin. The “hypospray” is held in the 
manner illustrated in Fig. 2. The skin is placed 
under tension by encircling the part with the 
hand not holding the instrument and the meta- 
pule is pressed firmly and vertically against the 
skin so that it causes a depression of the tissues. 
When the release button is pressed on the rear 
of the instrument, a spring is released which 
forces forward the plunger in the front end. This 
drives the rubber plug in the rear of the metapule 
forward, thereby forcing the fluid contained in 
the metapule out of the minute anterior orifice 
as a fine dimensional jet of high speed. The 
metapule is then removed from the instrument 
and discarded. 


PREVIOUS STUDIES WITH THE “HYPOSPRAY” 


The idea that substances could be forced 
through the skin with little or no pain originated 
in the observation that jets of oil under high 
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pressure from Diesel engines could inadvertently 
enter the tissues of workers without causing 
significant pain at the time. Work on an instru- 
ment capable of jet injections into human beings 
was then undertaken, culminating in the de- 
velopment of the “hypospray” by Robert P. 
Scherer and James M. McKibbin. 

Studies with cadaver material were first under- 
taken to determine the forces necessary to make 
injections to required depths, and to study the 
types of materials which could be given by jet 
injection.! 5 Depth of penetration in patients? ¢ © 
was studied by means of “diodrast” injections, 
followed by x-ray films of the injected sites. 
Penetration depths have also been studied by 
injections of methylene blue at the moment of 
death.2 From these studies on depth of penetra- 
tion, data have been evolved which show how 
much injection pressure is required to force sub- 
stances into the various injection sites of in- 
dividuals of different ages. 


Fig. 1 


(A) Metallic metapule ejector and plunger. (B) Metapule ratchet lock. (C) Gross 
micrometer gauge graduated for dispensing solution from 0.05 to 0.25 cc. (D) Fine 
micrometer gauge for dispensing medication from 0.01 to 0.05 cc. 
Capped aluminum container and metapule. (G) Container and metapule rubber disk in 
back end. (H) Metapule in ratchet lock. (I) Cap remover of aluminum container G. 
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Since jet injections are painless in the majority 
of individuals and almost so in most of the re- 
mainder, investigations of pain response in in- 
dividuals of different ages have been con- 
ducted.2*® In brief, the results have shown a 
complete, or almost complete, absence of pain in 
the great majority of individuals injected, with 
a small minority experiencing as much pain as 
with a needle injection. Since pain relief is one 
of the foremost functions of a physician, this is 
certainly one of the most attractive features of 
the method. For example, penicillin, streptomy- 
cin, and insulin have all been given over consid- 
erable periods of time with an absence of pain 
or a minimum of pain. Children and adults, 
alike, request the “hypospray” in preference to 
the needle and syringe. One is struck with the 
fact that children who quietly receive penicillin 
by jet injection offer a great contrast to those 
who cry at the approach of the needle. 

In other communications? * © we have reported 
minimal tissue response to 
jet injections as judged 
by simple observation of 
the injection sites. It was 
noted in over 1,000 con- 
secutive jet injections in 
children of various sizes 
that in more than 95 per 
cent no visible evidence of 
tissue trauma was found. 
In rare instances, especial- 
ly when first learning to 
use the instrument, slight 
superficial cuts and oc- 
casional bruises were pro- 
duced. Interestingly 
enough, in about 3 per 
cent of the colored infants 
given jet injections of 
purogenated diphtheria- 
tetanus toxoid very small 
keloid formations were 
noted. 


This probably indicates 
that some of the material 
failed to penetrate com- 
pletely through the skin, 
since the same phenome- 
non was not noted in col- 
ored infants given the 
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same material by needle injection. Large num- 
bers of jet injections of “diodrast,” penicillin, 
and streptomycin have been given to colored 
infants without any subsequent keloid forma- 
tion, so that it is probably the nature of the 
material used, rather than the mechanical effect 
of the jet itself, which produces the keloids. 

In 12 biopsies taken at varying intervals fol- 
lowing jet injections of 0.25 cc. of physiological 
saline, 10 biopsies were entirely normal, show- 
ing no lesions whatsoever, and two specimens 
showed mild hemorrhagic extravasation in the 
subcutaneous tissues. 


Having learned the required pressures for jet 
injections in individuals of various ages, having 
found that the injections were relatively pain- 
less, and having determined that local tissue re- 
action was minimal, the next step was that of 
application of the technic to problems of clinical 
medicine. Blood serum levels of penicillin and 
streptomycin following jet injection of these 
agents*®’ were compared to levels following 
needle injection of similar quantities of the 
drugs. The results showed that penicillin and 
streptomycin levels following jet injections were 


Fig. 2 
Jet injection of protamine insulin in diabetic girl. The 
patient was controlled in this manner without pain for 
a trial period of two weeks. 
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as good, or better, than levels following needle 
technic. The treatment of patients with penicil- 
lin given by jet injection has been quite effec- 
tive, and as much so as treatment with the 
same drug by needle and syringe. © 

A diabetic child was well-regulated by jet in- 
jections of insulin for a period of two weeks, 
and experienced no pain. 

Jet injections of local anesthetic agents have 
been given with effectiveness. Some of these in- 
jections were made to anesthetize areas for in- 
troduction of spinal puncture or caudal analgesia 
needles;? some were made to produce anesthesia 
at fracture sites;!° some were made to relieve 
the intractable neuralgia of leprosy;* and, more 
recently, jet injections have been made to relieve 
the distress of fibrositis by the injection of “trig- 
ger points.”"!! 


RECENT STUDIES 


It is the purpose of this paper to present 
data on immunization by jet injection, and in- 
vestigations to determine whether the impact 
of the jet striking the surface of the skin is 
bactericidal. 


(1) Immunization by Jet Injection.—In view 
of the relatively painless nature of jet injections 
it is obvious what an advantage it would be to 
the practicing physician if routine immuniza- 
tions, especially of children, could be made al- 
most painless. In order to test this possibility 
comparative studies were made with jet injection 
and with needle injection of a purogenated diph- 
theria-tetanus toxoid.* Since the size of the meta- 
pule available at the time of the immuniza- 
tion studies was 0.25 cc., it was necessary to use 
double strength purogenated diphtheria-tetanus 
toxoid, although the total dose, expressed in anti- 
genic capacity, administered at each injection 
was the commonly recommended dose for needle 
injection. 

All of the immunization studies to be reported 
were on normal, healthy, colored infants between 
6 and 18 months of age. Two injections of 
diphtheria-tetanus toxoid were made four weeks 
apart. In the 35 children immunized by needle 
injections 0.5 cc. of the purogenated diphtheria- 
tetanus toxoid was given at each injection. In 


*This material was furnished by Lederle Laboratories Di- 
vision of the American Cyanamid Company, Pearl River, New 
York, where the titer determinations were also performed. 
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the 88 children immunized by jet injection the 
same amount of toxoid as expressed in antigenic 
capacity was administered, but the material 
was concentrated twofold in order to be reduced 
to the jet injection dose of 0.25 cc. The meta- 
pules for jet injection were loaded within 24 
hours of the injection. No immunization studies 
have been done with the new 1.0 cc. metapule. 
Blood specimens for serologic titers were drawn 
from all children immediately prior to the first 
injection and six weeks after the second injec- 
tion. Tables 1 and 2 give the results of these 
studies. 

The tables show that the results achieved with 
immunization by jet injection are as good as 
those obtained by immunization with needle in- 
jections. However, there are three factors which 
at present limit the usefulness of immunization 
by this new technic: (1) the present model of 
the “hypospray” makes a click which startles 
some of the infants, and results in crying which 


DIPHTHERIA TITERS 


Antibody Titer 
Titer per ml. First Titer (Control) 


Second Titer 
(Last Injection, 6 Weeks) 


Needle Jet Needle Tet 
.. § 16 
0.001 to 0.01 18 45 2 ~- 
0.01 to 0.05 6 21 9 20 
0.05 to0.l — — 1 1 
0.1 to0.2 — § 20 
0.2 to03 — 1 11 23 
03 to04 — -- 2 1 
04 to05 — 1 5 
05 told — 1 12 
= 6 
Total cases 32 35 8s 

Table 1 
TETANUS TITERS 

Antibody Titer Second Titer 
Titer per ml. First Titer (Control) (Last Injection, 6 Weeks) 

Needle Jet Needle Jet 
1 4 2 
0.1 to 1.0... — 1 13 49 
1.0 to 2.0... — —_— 13 16 
2.0 to 4.0... — -- 5 12 
4.0 to 8.0... — 3 
Total cases . 33 890 35 $2 


Table 2 
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is indistinguishable from that of pain; (2) no 
studies on duration of potency of vaccines kept 
in metapules for long periods of time, such as 
would be necessary in the commercial use of the 
method, have been reported; and (3) the remote 
possibility that in an occasional jet injection a 
small amount of the vaccine might enter a vein 
has not been disproved, but has not been noted 
so far, and is considered by us to be very un- 
likely. 

(2) Effect of Jet Injection on Viability of Or- 
ganisms.—Certain factors suggested that tests 
should be made to determine whether the impact 
of the jet striking the surface of skin might 
not be sufficient to kill organisms. In the first 
place, some of the individuals working elsewhere 
with the development of the “hypospray”’ have 
been given several thousands of jet injections 
without any cleansing of the skin, without any 
subsequent infection of the tissues, and without 
any nodule formation. While it is likely that 
the cross-sectional area of the jet is so small 
that very few organisms are forced from the 
surface of the skin into the underlying tissues 
and that the very few that are driven in serve 
as an antigenic stimulus to development of im- 
munity against those organisms, the possibility 
remained that the surface organisms were killed 
by the force of the jet. While the actual force 
with which the jet strikes the tissues has been 
calculated’ to be only 11 grams, the speed of 
the jet has been estimated at about 600 miles an 
hour as it leaves the orifice of the metapule. Be- 
cause of the lack of infections in those given re- 
peated injections without cleansing the skin and 
because of the speed of the jet, investigations 
were undertaken to study the effect of the jet 
on the viability of organisms. 

It is well known that supersonic vibration of 
organisms can be bactericidal,!? but that in order 
to be effective, such vibrations must take place 
over a period of many minutes. Of course, any 
vibratory effect of the jet would be almost 
instantaneous. Nevertheless, in spite of the im- 
probability of a self-sterilizing nature of the 
jet the following experiments were performed. 


‘Five thicknesses of goldbeaters’ membranes 
were stretched tightly to simulate the skin, it 
having been determined previously that five 
thicknesses would stop the force of the jet and 
permit the injection fluid to fall like a mist from 
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the undersurface of the membranes. In 15 
instances, stock broth cultures of Staphylococcus 
aureus were fired at 75 pounds spring pressure 
through the membranes onto blood agar plates. 
In all instances the organisms grew well. In 10 
instances, cultures of Streptococcus viridans were 
fired at the same pressure through the mem- 
branes onto a culture medium of blood agar. 
In all 10 instances the organisms grew well. In 
10 instances, cultures of B. coli were similarly 
injected, the culture media being eosin-methyl- 
ene blue. In all instances, the cultures grew 
well. 


These experiments prove that jet injections at 
75 pounds spring pressure are not bactericidal. 


We realize that ordinary technics of cleansing 
the skin prior to needle injections probably do 
not render the skin free of bacteria, but there 
is an added reason to cleanse the skin for 
making jet injections. Acetone is used in order 
to remove subaceous material which might other- 
wise enable the blunt nose of the metapule to 
slip, producing a slight cut. Also the danger 
of forcing anaerobic organisms into the tissues 
makes it advisable to cleanse the skin for jet 
injections, just as for needle injections. There- 
fore, in spite of the fact that others have given 
several thousand jet injections without cleansing 
the skin, and without ill effect, we do not recom- 
mend this policy, but prefer the use of acetone. 


DISCUSSION 


From the data that have been presented it 
is apparent what advantages might be derived 
from the use of the technic of jet injection, which 
permits the introduction of medications with a 
great diminution of pain and which has the 
virtue of technical simplicity. 


The investigations which have already been 
carried out indicate that the “hypospray” is an 
effective instrument for injecting substances 
subcutaneously or intramuscularly, that the great 
majority of individuals so injected feel no pain 
or only slight pain, that local damage to tissue 
is very uncommon and minimal and can largely 
be eliminated by acquiring a little experience 
with the instrument, that the technic is easily 
mastered, and that therapeutically effective lev- 
els of various substances can be achieved by 
jet injection. 
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Some of the problems that remain to be solved 
are: (1) the duration of potency of medications 
placed in metapules for long periods of time; 
(2) the perfection of a form of long-acting peni- 
cillin which can be fired through the minute 
orifice of the metapule; (3) investigations with 
a wider variety of drugs, since many agents 
have not been given by jet injection; (4) the 
possibility of inadvertent intravenous injection 
of medications;'5 and (5) the sustained me- 
chanical efficiency of the “hypospray” under 
conditions of ordinary use, since it is certainly 
an instrument more complicated than a glass 
syringe. 

In answer to these challenges the following 
facts can be brought forward: (1) investigations 
with a new alloy from which the metapules are 
now being made shows practically no chemical 
activity on contained substances for long periods 
of time; (2) investigations to reduce the size 
of the penicillin crystal make it possible that a 
long-acting type of penicillin capable of being 
given by jet injection may be made available; 
(3) we can reason by analogy that a wide va- 
riety of drugs whose physical properties would 
permit jet injection could be given subcuta- 
neously or intramuscularly by this method; (4) 
the possibility of inadvertent intravenous injec- 
tion is believed to be remote if precautions are 
taken to fire the instrument over the deltoid 
or lateral thigh areas; (5) the refinements in 
the mechanism of the “hypospray” have made 
the instrument progressively more reliable me- 
chanically. 


It appears probable that the technic of jet in- 
jection will find its chief application in the fol- 
lowing fields: (1) immunization, where its chief 
virtue in regard to children is its relative pain- 
lessness and where its advantages for mass im- 
munizations of adults under field conditions or 
at military installations would be its technical 
simplicity and the impossibility of transferring 
viral agents from one subject to another through 
improper sterilization; (2) use under field con- 
ditions in the armed services where the technical 
simplicity that permits injections to be made 
without complicated sterilization of equipment 
would be an advantage; (3) repeated injections 
in individuals who are committed to daily in- 
jections for long periods of time, such as obtain 
in the administration of insulin, hormones, and 
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other agents; (4) for relatively painless injec- 
tions of a variety of drugs in office and hospital 
practice, especially in the treatment of children. 
The development of long-acting penicillin which 
permits therapeutic levels to be achieved with 
single daily injections, diminishes but does not 
eliminate the need to relieve the pain associated 
with needle injections of penicillin. 


SUMMARY AND CONCLUSIONS 


Jet injection, the first basic change in injec- 
tion technic in one hundred years, permits the 
introduction of medicaments into the subcu- 
taneous and intramuscular tissues with no pain, 
or a minimum of pain, and has the advantage 
of not requiring sterilization of equipment. 


Trauma to tissue is absent or minimal. Thera- 
peutic levels of various agents can be obtained. 


This new method of injection offers great 
promise. 
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DISCUSSION (Abstract) 


Dr. Daniel A. Brody, Memphis, Tenn—Dr. Hughes 
and his associates have amply demonstrated that aqueous 
medicaments may be forced through the skin by this 
method without, in most instances, giving rise to any 
significant amount of pain. They have shown further 
that no important degree of trauma results from this 
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procedure, and that drugs are as effective when injected 
in this manner as when introduced by the hypodermic 
needle. 

Our own interest in this technic has been concerned 
more with the local effects of jet injections than with 
their systemic results. As the high velocity jet tra- 
verses tissue it rapidly loses speed and energy, thus 
becoming more susceptible to random scattering. As 
a result the injected material does not collect in a pool 
at the end of its range or when it encounters an impene- 
trable obstacle. Instead it scatters widely producing a 
relatively large area of infiltration. It was our feeling 
that this characteristic scatter pattern should render jet 
injections of great value in the procaine infiltration of 
so-called “trigger points.” These rather sharply local- 
ized, relatively small tender areas are likely to occur 
in muscles, ligaments and tendons in a variety of rheu- 
matic conditions such as fibrositis, arthritis, shoulder- 
hand syndrome, bursitis, and so on. The small, nodular 
indurations which are sometimes found within trigger 
areas have been referred to as “fibrositic nodules” and 
are thought by some actually to constitute the “trigger 
point.” In addition to the trigger areas which occur 
in various rheumatic states, somatic trigger areas are 
said to develop in connection with certain visceral 
lesions, particularly renal and cardiac. 

Our studies of jet injection treatment in rheumatism 
include 61 patients who presented the symptoms of 
soreness and aching, and pain on motion in 1 or more 
body regions. One hundred and twenty-seven tender 
areas were selected in a total of 88 affected regions 
and jet-injected with procaine hydrochloride solution. 
The 125 pound “hypospray” was employed in this 
investigation. One-quarter cc. metapules containing the 
drug in 2 or 6 per cent concentration were used. 

Relief of pain from this procedure occurs in 2 phases. 
First, there is rather prompt relief of local tenderness 
which reaches its height within a few second to 1 min- 
ute. The second phase, the relief of regional symptoms 
of soreness and aching, develops more slowly. It is 
almost complete within 15 to 20 minutes, but slight 
additional improvement may continue to occur pro- 
gressively over a period of several hours. If 2 or more 
trigger points are present in an affected region, all of 
them must be infiltrated before optimal relief of regional 
symptoms can occur. 


Assigning a value of 1 plus for relief up to 25 per 
cent we found that relief of local tenderness (phase 1) 
was 4 plus in 43.3 per cent of the cases, 3 plus in 
26.0 per cent, 2 plus in 15.8 per cent, 1 plus in 11.0 
per cent, and absent in 3.9 per cent. The magnitude 
of relief of regional symptoms (phase 2) was 4 plus 
in 20.5 per cent of the cases, 3 plus in 31.9 per cent, 
2 plus in 23.9 per cent, 1 plus in 11.3 per cent and 
zero in 12.4 per cent. The presence of epinephrine in 
a concentration of 1/25,000 did not appear to alter 
the effectiveness of the procedure, but the 6 per cent 
solution of procaine hydrochloride seemed to be some- 
what more reliable than the 2 per cent. In an attempt 
to distinguish between possible mechanical effects of 
the jet as opposed to purely anesthetic effects an addi- 
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tional 10 trigger areas were injected with normal saline. 
In 5 instances 2 plus relief occurred, in 4 instances 
1 plus relief, and in the remaining instance no relief. 
However, relief obtained at a later date by reinjection 
of the same patients with procaine solutions was 
characterized by decidedly greater promptness, com- 
pleteness and persistence. 


Complete follow-up data are not yet available. At 
this time the trend appears to be that in the presence 
of a chronic underlying condition such as calcific 
tendonitis or bursitis, or severe osteoarthritis, relief 
of symptoms tends to be slight and relatively brief. 
However, when the condition is acute and primary in 
the affected region, relief is apt to be of great degree 
and considerable persistence. Thus virtually all pa- 
tients in whom we felt the diagnosis of primary 
fibrositis to be warranted experienced 3 plus to 4 plus 
relief which persisted for weeks and even months. 
Therefore we feel that relief of this type may become 
one of the criteria in the diagnosis of primary fibrositis. 

Jet injection of trigger points appears to have promise 
in certain non-rheumatic conditions. For instance, in 3 
patients suffering from acute coronary occlusion trigger 
points im the left anterior chest wall, left deltoid area 
and medial aspect of the left arm were searched out 
and jet-injected with procaine. As each tender area 
was injected there was some relief of symptoms. 
Within a few seconds after the last trigger point was 
injected there was dramatic disappearance of the coro- 
nary type of pain. In one patient the pain recurred in 
5% hours; in the other 2 it did not recur. 

In another patient suffering from epidemic pleuro- 
dynia 2 exquisitely tender areas were found in the left 
lateral thoracic wall. A single jet injection of each of 
these with procaine promptly reduced this patient’s pain 
to an easily bearable level for the remainder of her 
illness and convalescence. 

Jet injection of trigger points appears to possess cer- 
tain inherent advantages not present in the hypodermic 
needle technic: 

(1) Lack of Pain——In 89.9 per cent of our cases very 
slight or no pain was experienced. In only 3.4 per cent 
was the pain great enough to be classified as moderate. 

(2) Localization—Pressure with the blunt nose of 
the metapule seems to localize the center of tenderness 
more effectively than finger pressure alone. Once such 
localization is achieved it may be followed directly by 
injection without the loss of position that occasionally 
occurs when the finger-needle method of localization 
is used. 

(3) Speed—The process of infiltration occupies less 
than a second. “Needling” a trigger point requires much 
more time and frequently proves harrowing to the 
patient. Patients who have been treated by both 
methods almost invariably indicate a preference for the 
jet injection. 

(4) Effectiveness in Small Dosage ——Due to the excel- 
lent scatter pattern of the jet injection small doses of 
procaine prove adequate. Therefore, possible toxic ef- 
fects of procaine may be minimized. A patient who 
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usually develops nausea and vomiting from procaine 
injections was effectively treated with 0.25 cc. of 2 per 
cent procaine hydrochloride without the development of 
toxic symptoms. 

Dr. Fred E. Brammer, Dehue, W. Va.—I should like 
to ask a question. These substances have to be thor- 
oughly in solution, do they not? I suppose you could 
not inject, for instance, an estrogenic substance in oil 
or in aqueous suspension by that method. 

I believe you say these apparatuses are not yet 
available. When they are available, where may they 
be obtained ? 

Dr. A. J. Schaffer, Baltimore, Md—I am a little sur- 
prised at the lack of concern that Dr. Hughes shows 
for the introduction of bacteria by the jet injection 
method. I would not be concerned about the intro- 
duction of staphylococci or streptococci or any of the 
usual aerobic organisms, but I can conceive of the 
possibility that some of the anaerobes, particularly the 
tetanus bacillus or Clostridium welchii, might cause 
trouble if introduced into that perfectly ideal locale for 
its growth. 


Dr. Hughes (closing) —I shall first answer the ques- 
tion about anaerobic organisms. I am sorry to have 
left the impression that we did not have a proper 
regard toward introduction of these organisms into the 
deep tissues. I indicated to you simply one thing, that 
thousands of injections have been given to at least 
two persons without cleansing the skin and without 
infection of the tissues. Naturally, that does not 
prove that we need not cleanse the skin, for an 
occasional infection would still be too many. 


From a practical standpoint, there is very little rea- 
son to concern ourselves about this matter, for we 
have a mechanical reason for cleansing the skin. We 
cleanse it with acetone in order to make it dry to pre- 
vent the instrument from slipping and making a slight 
cut. We are not advocating the use of jet injection 
without first cleansing the skin. 

The motive force for the injection is supplied by a 
calibrated high tension spring. This spring is released 
by pressing a button on the rear of the instrument. 
On release of the spring a plunger is driven against a 
rubber plug which is in the butt end of the metapule. 
The plug, in turn, forces the material to be injected 
through a minute opening in the anterior end of the 
metapule. This opening is 0.003 inch in diameter. The 
“hypospray” is held snugly in contact with the skin 
for a period of two or three seconds after pressing 
the release button. 

The greater part of the work presented in this paper 
deals with the 0.25 cc. size metapule although a new 
metapule containing 1 cc. is now available. Each 
metapule is discarded after the injection. 

The metal alloy used for making the metapules is 
practically chemically inert and also has the strength 
necessary to withstand the high pressure built up 
within the metapule during the injection. Chemical 
inertness of the alloy is necessary so that there will 
be no deterioration of materials placed in the metapules. 


Vol. 42 No. 4 


Dr. Schaffer’s point is very well taken, that organisms 
might be introduced into the deep tissues. We have 
never seen an infection from such an injection in well 
over a thousand injections. The total number of jet 
injections made by all workers would approximate 
10,000, and infection of the injection site has not been 
reported. 


Dr. Brammer’s question in regard to the viscosity of 
solutions which can be injected indicates one of the 
basic problems involved in the method. Work is now 
in progress on the development of a long-acting type 
of penicillin which can be given by this technic. 

I do want to leave the impression that there remains 
much to be done in the full exploration of the possible 
benefits, as well as limitations, of jet injection. We have 
had little to do with the mechanical development of the 
instrument and cannot make a statement as to its proba- 
ble cost or date of availability. We are simply clinical 
investigators who see an interesting possibility arising 
and want to investigate it, for we believe that the relief 
of pain is one of the foremost functions of a physician. 


METASTATIC CANCER OF THE LUNG* 


By Ropert C. PENDERGRASS, M.D. 
Americus, Georgia 


There are three reasons why we, as radiol- 
ogists, should be interested in metastatic cancer 
of the lung. First, the detection of metastases 
materially affects the management of the cancer 
patient. Second, recent work by the thoracic 
surgeons has shown that the presence of a soli- 
tary metastatic lesion does not present an en- 
tirely hopeless situation and third, the diagnosis 
of metastatic lesions is not always easy and they 
offer a challenge to our best diagnostic efforts. 


The radiological aspects of the problem fall 
into three general groups: (1) the detection of 
metastases on so-called “routine” chest exami- 
nations, including mass surveys; (2) the detec- 
tion of metastases in patients who are known 
to have, or to have had, cancer elsewhere; and 
(3) the classification of metastatic lung lesions 
with regard to treatment. 


INCIDENCE OF PULMONARY METASTASES 


When all malignant growths are considered, 
pulmonary metastases are said to occur in about 
30 per cent.'> Willis!’ gives the incidence of 


*Read in Section on Radiology, Southern Medical Association, 
+ meee Annual Meeting, Miami, Florida, October 25-28, 
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metastasis for various tumors as follows: oral 
and pharyngeal carcinoma, 20 per cent; gastric 
carcinoma, 20 per cent; intestinal carcinoma, 15 
per cent; liver, 20 per cent; pancreas, 20 per 
cent; breast, 45 per cent; uterus, 15 per cent; 
ovary, 10 per cent; prostate, 5 per cent; thyroid, 
65 per cent; kidney, 75 per cent, and melanoma, 
65 per cent. 

Warren,'> !©17 in 1933 reviewed the autopsy 
findings in three groups of malignancies: (1) 
cervix, (2) breast and (3) large intestine. His 
findings are of sufficient interest to warrant 
quotation in some detail. 

In 132 cases of cervical carcinoma, pulmonary 
metastases occurred in 20 cases or 15 per cent. 
In regard to the primary cervical lesion, these 
20 cases were distributed as follows: epidermoid 
carcinoma, grade II, eight cases; grade III, nine 
cases; adeno-acanthoma, one case and adeno- 
carcinoma, two cases. Ten cases of metastases 
to the lung were found before treatment and ten 
afterward. Warren concluded that 80 per cent 
of the pulmonary metastases from cervical car- 
cinoma occurred within one year after treatment. 


Of 162 cases of breast cancer 94 or 58 per 
cent metastasized to the lung. The cases were 
classified as carcinoma simplex, adenocarcinoma, 
and colloid carcinoma. There was little correla- 
tion between the histological appearance of the 
tumor and the extent of the metastases. The 
order of frequency of metastases was as follows: 
(1) distant lymph nodes, (2) lung, (3) liver, 
(4) bone, (5) regional lymph nodes, (6) skin, 
(7) pleura, and (8) adrenal glands. Lymphatic 
metastases were more frequent than blood borne 
metastases. 


In 156 cases of carcinoma of the large bowel, 
pulmonary metastases occurred from the rectum 
in 14 of 43 cases, from the sigmoid in 5 of 10 
cases, from the descending and transverse colon 
in 4 of 8 cases, and from the cecum in 3 of 11 
cases. When all cases of large bowel carcinomas 
were combined, 26 of the 156 cases metastasized 
to the lung and 47 to the liver. 

Marshall and Hare’ reported 283 cases of 
carcinoma of the breast treated by surgery and 
postoperative irradiation. Twenty-four cases, or 
8.4 per cent, showed recurrence in the lung, this 
figure being approximated by 9.7 per cent to 


bone, and 10.5 per cent to bone and lymph nodes 
combined. 
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Turner and Jaffe!* reviewed the autopsy rec- 
ords on 1,303 cases of primary malignancy. Of 
these, 26.6 per cent showed metastases to the 
lung and 41 per cent to the bone. They re- 
marked on calcification of the lung metastases 


Fig. 1 
Pleural metastases from carcinoma of left breast. 
ble direct extension through chest wall. 


Proba- 


Fig. 2 
spread of metastases from carcinoma of 


Lymphangitic 
breast. 
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in those cases in which the lung involvement was 
of long duration and the primary tumor was of 
osteogenic origin. Four cases of primary brain 
tumor, in their series, showed metastases to the 
lungs. They also noted discrete nodules in the 
periphery of the lung in cases of lymphoma. 


Ehrlich and Blum,* in a series of 140 cases of 
carcinoma of the tongue, found two cases of 
metastases to the lungs. The metastases were 
multiple and bilateral, both cases being dis- 
covered by roentgenological examination with 
absence of physical signs. 


While the above discussion of the incidence 
of pulmonary metastases is in many respects in- 
complete, it should serve to give some idea of 
the frequence with which pulmonary metastases 
occur, and to make us alert in their detection. 


THE METHOD OF SPREAD 


Metastases to the lung may occur by several 
routes: (1) through the chest wall directly to 
the pleura; (2) via the lymphatics to the medi- 
astinal nodes and into the lung tissue proper; 
(3) by vascular channels. The majority of the 
vascular metastases are said to occur as a result 
of emboli in the pulmonary veins and the mi- 
nority by arterial emboli. 


DIFFERENTIAL DIAGNOSIS 


Because of the mechanism of spread and the 
caprice of cancer cells, metastatic pulmonary 
lesions may assume numerous guises. They may 
be roughly classified into those producing, (1) 
pleural thickening or effusion; (2) linear in- 
filtrations in the lung; (3) solitary or multiple 
annular shadows; (4) miliary seedings; (5) 
apparently cystic lesions; (6) bronchial stenosis 
with atelectasis or emphysema and (7) medi- 
astinal and peribronchial adenopathy. When one 
bears in mind all the forms which metastatic 
carcinoma of the lung may assume, it is evident 
that a diagnosis based on the roentgenological 
appearance alone offers many pitfalls. A de- 
tailed history, complete physical examination, 
clinical laboratory studies, and a_ reasonable 
amount of diagnostic logic must be employed in 
addition to the roentgenological examination of 
the chest. While time and space do not permit 
a discussion of the differential diagnostic diffi- 
culties, some of the possible confusing lesions 
will be mentioned under the above classifications. 
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(1) Pleural Thickening and Effusion—This 
may also occur in acute respiratory infections, 
as a result of trauma, in tuberculosis, in pri- 
mary endothelioma of the pleura, and as a re- 
sult of radiation to the thorax. 


(2) Linear Infiltrations—Virus pneumonitis, 
pulmonary tuberculosis, fungus infections, and 
radiation fibrosis offer the most common sources 
of confusion. 


(3) Annular Shadows.—Tuberculoma, fungus 
infections, fibromas, hemophilia, and the rare 
adenomatosis of the lung may all be confused 
with metastatic lesions. Rubin and Arinson!! 
reported a case of multiple neurofibroma of the 
lung simulating metastatic lesions. Maier and 
Fischer® reported five cases of adenoma arising 
from small bronchi and producing nodular densi- 
ties which could not readily be distinguished 
from metastases. 


(4) Miliary Seedings.—Miliary tuberculosis, 
several of the fungus infections, silicosis, Boeck’s 
sarcoid, and hemosiderosis may all simulate pul- 
monary metastases. 


(5) Cystic Lesions.——Multiple cystic lesions 
such as hydatid cysts, and multiple congenital 
cysts of the lungs which happen to be filled with 
fluid, may produce shadows which may be con- 
fused with metastases. 


(6) Bronchial Stenosis with Atelectasis and 
Emphysema.—An area of atelectasis or localized 
emphysema noted in a patient known to have 
cancer elsewhere immediately opens the ques- 
tion of a metastatic lesion producing bronchial 
obstruction, partial or complete. Not only serial 
films but also bronchoscopic study may be 
necessary to determine whether the bronchial 
stenosis is or is not due to a metastatic lesion. 

(7) Adenopathy.—The presence of enlarged 
hilar, mediastinal, or peribronchial glands may 
really tax the diagnostic acumen of the radiol- 
ogist. Before assuming that such adenopathy is 
metastatic from a lesion elsewhere, thorough 
study is indicated. The lymphoma group, tu- 
berculosis, Boeck’s sarcoid, and other diseases 
producing adenopathy must all be considered. 


Perhaps one of the commonest problems which 
the radiologist meets in follow-up examinations 
of cancer cases, is the question of radiation fi- 
brosis in those cases which have received radi- 
ation to the thorax for one reason or another. 
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Despite meticulous care in using tangential 
beams in treating breast carcinoma, a certain 
number of these cases will occur, and if the 
individual radiologist will take chest films often 
enough and long enough on these patients to 


Fig. 3A 
Annular metastases from carcinoma of the cervix. 


Fig. 3B 
Pleural and pulmonary metastases from carcinoma of the 
cervix. 
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whom he has given therapy for carcinoma of the __ literature. Pleural thickening, fibrotic strands, 
breast, he will find more cases of radiation lobular atelectasis, elevation of the diaphragm, 
fibrosis than is indicated by the figures in the and shift of the mediastinum may all or singly 


Fig. 4 
(A) Atelectasis of left lung due to bronchial metastases from carcinoma of the esophagus. 
(B) Disappearance of atelectasis following x-ray therapy to mediastinum. 


A B 
Fig. 5 
(A) Miliary deposits from sarcoma of right axilla. 
(B) Miliary tuberculosis. Note similarity in size and distribution of lesions. 
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make up the roentgenological pattern. Only by 
serial films can one always be sure that he is 
dealing with radiation fibrosis rather than a 
metastasis. An excellent discussion of the dif- 
ferential diagnosis between pulmonary metas- 
tasis and radiation pneumonitis has been given 
by Eugene Pendergrass and George White.’ 


In a very recent article Churchill? discussed 
the differentiation of primary and metastatic 
neoplasms. The discussion is so pertinent to the 
problem that I wish to quote portions of it 
directly. 


“Because the lung is so commonly a site for the 
development of metastases from primary growths in 
other organs, this diagnostic question is one that is 
raised repeatedly. When a primary or recurrent autono- 
mous cancer is actually present elsewhere, the likeli- 
hood that the pulmonary lesion is a secondary deposit 
is, of course, great. 

“Multiplicity of pulmonary lesions is also strong evi- 
dence of metastatic disease. The roentgenologist is likely 
to raise the question of a metastatic origin when the 
abnormal shadow lies in the periphery of the lung and 


Fig. 6 is spherical. When such a lesion is encountered, and it 
Right pleural effusion due to cardiac failure in patient will commonly be found in a patient with few, if any, 
previously treated for carcinoma of breast. Fluid showed clinical manifestations, painstaking physical examinations 
no cancer cells. Note definite cardiac enlargement. Pa- c . 
tient also had pedal edema. should be carried out not only to detect a primary 
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Fig. 7 
(A) February 12, 1946. Recurrent Regaud tumor of nasopharynx. Slight infiltration in right second interspace. Sputum 
negative. Tuberculosis or pulmonary metastasis? 


(B) March 28, 1946. Note rapid progression of pulmonary lesion in 44 days. Sputum and gastric washings negative for 
tubercle bacilli. After consultation, received 1,000 R deep therapy anterior and posterior upper right chest. 
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source but to be certain that other nodules do not exist 
from which a biopsy can be obtained more readily than 
from the one in the lung. In view of the frequency 
with which renal cell carcinoma casts a solitary metas- 
tasis to the lung, pyelography should be carried out. 

“A rare form of metastatic disease results from a 
metastasis to the wall of a bronchus. This occurrence 
closely simulates primary neoplasm of the lung as it 
may produce bronchial obstruction, hemoptysis, malig- 
nant cells in the sputum and positive bronchoscopy 
findings. No one of these is commonly present with 
peripheral pulmonary metastases, although hemoptysis 
is not so rare as it was formerly thought to be.” 


TREATMENT 


The treatment of metastatic cancer of the lung 
resolves itself along one of four approaches: (1) 


radiation therapy, (2) endocrine therapy, (3) ° 


the use of radioactive isotopes, including ni- 
trogen mustard and (4) surgery for solitary met- 
astatic lesions. 

I think that most of us, from consideration of 
the literature and from our own experience, agree 
that the first three methods of treatment offer 
very little except in an occasional case. I would 
therefore turn from the valley of despair to the 
mountain of hope and remind you that the 
thoracic surgeons have obtained some very 
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promising results in lobectomy for solitary met- 
astases. 


Schafer and Scott,!? in 1947, reported a case 
of proven giant cell tumor of the ulna with a 
history of chest pain for two years. The chest 
film showed a circumscribed density three cen- 
timeters in diameter in the left lower lobe. Am- 
putation of the forearm confirmed the diagnosis 
of a giant cell tumor and exploration of the left 
lung revealed a hematoma. Had the lung not 
been explored this patient would have been given 
a practically hopeless prognosis. 


Alexander and Haight,! in 1947, collected 24 
cases of solitary metastatic lesions of the lung 
treated by lobectomy or pneumonectomy. Of 
these 24 patients, one died as a direct result of 
operation, eleven have had recurrence of the 
neoplasm, and twelve had had no recurrence. 
Among the twelve patients with no recurrence, 
eight were apparently well for periods ranging 
through one to twelve years. Four patients had 
been operated upon too recently for evaluation. 
It was interesting that six of eight sarcoma pa- 
tients had remained well but only six of fifteen 
carcinoma patients. It was formerly thought 
that sarcoma metastasized more rapidly and re- 


Fig. 7 


(C) April 19, 1946. 
(D) July 1, 1946. 
culosis, probably aggravated by radiation therapy. 


Apparent decrease in lesion but beginning cavitation. 
Rapid progression of lesion in right lung with spread to left lung. Autopsy showed pulmonary tuber- 


Sputum positive for tubercle bacilli. 
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curred more rapidly than did carcinoma. The 
above figures are at variance with this teaching. 


Effler and Blades,’ in 1948, reviewed six cases 


Fig. 8 
Proven Boeck’s sarcoid simulating metastatic lesions. 
Note enlargement of right tracheobronchial nodes. 
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of surgical excision of solitary metastases from 
the literature and reported three of their own. 
One case was well 17 months after lobectomy, 
one case developed an intercranial lesion five 
months after lobectomy, and the third case de- 
veloped cerebral and skull metastases four 
months after lobectomy. 

Despite the apparent low rate of salvage evi- 
dent from the above reports, we must remember 
that formerly we considered all cases of metas- 
tatic carcinoma of the lung doomed to certain 
death within a reasonably short period of time; 
hence the possibility of prolongation of life by 
lobectomy should be considered in a case where 
solitary metastatic cancer of the lung is present. 


SUMMARY 


(1) Radiologists should be familiar with met- 
astatic cancer of the lung. They should be con- 
stantly on the alert for it in daily interpretation 
of films. 

(2) The detection of extensive metastases to 
the lung may prevent needless major surgical 
procedures. On the other hand, the finding of a 
solitary metastatic lesion may provide the means 
of prolonging the life of the cancer patient. 


Fig. 9 
(A) Radiation fibrosis of right lung following treatment for breast carcinoma. ; 
@) Same case three years later. Note slight decrease in size of lesion, not to be expected in an untreated metastatic 
lesion. 
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(3) The incidence of pulmonary metastases is 
discussed. 

(4) Differential diagnosis may be difficult 
and must rest upon a thorough history, a com- 
plete physical examination, and pertinent labora- 
tory data, as well as upon interpretation of the 
chest films. The distinction between pulmonary 
metastases and radiation fibrosis may be espe- 
cially difficult. 

(5) Roentgenologic examinations of the chest 
should constitute a part of the follow-up exami- 
nations on all cancer patients except those with 
small skin lesions. 
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DISCUSSION (Abstract) 


Dr. Vincent W. Archer, Charlottesville, Va—Just be- 
cause one sees a node in a lung, as Dr. Pendergrass 
has brought out, does not necessarily mean that it is 
metastasis. All of us who deal with the thoracic sur- 
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geons find that out time after time, to our dismay, 
and I am glad that he emphasized that point. There 
is a saying which we have in our shop that the laws 
of average do not apply to the individual case, and it 
has been demonstrated beautifully in Dr. Pendergrass’ 
paper. 

There is a point that I think has not been empha- 
sized sufficiently in the literature; that is, in cavities in 
pulmonary malignancy, there is a ragged outline of the 
wall. Several solitary lesions in the lung that we have 
seen at first blush appeared to be lung abscess; but 
from the ragged irregularity of the wall we have had 
a lead as to the correct diagnosis. We have had quite 
a number of such patients. 


Dr. Hugh F. Hare, Boston, Mass—The type of lung 
metastasis that we find in nearly 100 per cent of 
of the cases of giant cell carcinoma of the thyroid is 
of a very characteristic appearance. The lung fields 
may be clear three weeks prior to the time that the 
x-ray is taken. At the time x-ray therapy is instituted, 
the lungs may be clear, and metastases may develop 
with coughing of the patient before completion of treat- 
ment. This type of case shows the rapidity of growth 
of giant cell carcinoma of the thyroid, practically the 
only tumor of the thyroid that grows very rapidly. 
Some types df carcinoma may show up six months 
later, but giant cells will do it within three weeks. 


HEAD INJURIES IN INFANCY 
AND CHILDHOOD* 


By Barnes WoopHa.t, M.D. 
Durham, North Carolina 


Few communities escape the tragic recurring 
impact of near-fatal or fatal head injuries in 
their pre-school or school-age children. When 
their data are assembled, it is found that violent 
and accidental death forms the sixth most com- 
mon cause of mortality in the age group from 
birth to four years. After the first year of life, 
the incidence rises sharply in the pre-school 
group of one to four years of age until, in the 
age group of four to fourteen years, violent and 
accidental death represents the number one or 
most frequent cause of mortality.! Although pre- 
ventive medicine has decreased the incidence of 
mortality from prematurity, infection and other 
common causes of childhood illness, the incidence 
of accidental injuries has risen steadily. In 1939 


*Read in Section on Surgery, Southern Medical Association, 
Forty-Second Annual Meeting, Miami, Florida, October 25-28, 
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to 1941, 17 per cent of the deaths in pre-school 
children were due to accidents; in 1945, the per- 
centage rose to 23. Among school children the 
incidence of accidental death rose from 28 to 35 
per cent in the same time period. Motor ve- 
hicle accidents remain the leading factor for the 
necessary presentation of these grim statistics. 

No data exist that describe in detail the place 
of head injury among the several factors caus- 
ing death and injury in the age groups of infancy 
and childhood. The assumption is valid, how- 
ever, that, since a high proportion of the deaths 
are due to falls and motor vehicle-pedestrian 
accidents,” > brain damage is a significant factor. 
This is supported by Briesen’s survey* that the 
highest number of head injury cases due to auto- 
pedestrian accidents occurred at the age of 6, 
due to auto-bicycle accidents between the ages 
of 11 and 15 and due to falls, below the age of 
16. The high frequency of head injury in child- 
hood accidents has been emphasized also by 
Hindmarsh, Melin and Melin.‘ 

Cognizant of these facts, modern neurosurgery 
has attempted to keep pace with this increasing 
load of potentially lost or, at the best, crippled 
children, although it is by no means a profes- 
sional problem alone. Progress has been made 
in two ways: first, by a clearer understanding 
of the altered physiology of an acute head injury 
in these age groups; and second, by a meticulous 
delineation of the various traumatic syndromes 
whose fatal advance can be reversed by the ap- 
plication of proper diagnostic and therapeutic 
methods. 

The reaction of the immature brain to head 
trauma can be introduced by reference to cer- 
tain follow-up studies conducted by Riggenbach® 
among 261 cases. Traffic injuries caused 53 
per cent of the injuries. Skull fracture was 
noted in but 29 per cent of the cases. The case 
mortality was 12 per cent. Among 167 follow- 
up cases, recovery was singularly rapid: 90 per 
cent were discharged from professional care with- 
in six weeks and only 10 per cent were left with 
objective residual disorders, including motor par- 
alysis, visual or hearing defects and traumatic 
epilepsy. There were two children with be- 
havior problems and four children with evidence 
of mental deterioration. No neurotic symptoms 
were manifested in these children as contrasted 
to the similar symptoms often noted in adults. 
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The findings of a relatively low mortality rate, 
a rapid convalescence in non-fatal cases and a 
lack of psychoneurotic residue have also been 
recorded by Northfield, Wylie and O’Connell’ 
among English children who sustained head in- 
juries during the war period. 

It is undoubtedly true that the intrinsic vi- 
tality of the growing tissue of the infant and 
child responds to injury with an enhanced heal- 
ing tendency and the brain participates in this 
fundamental vis a tergo as well. The lack of 
neurotic sequelae may be attributed to the facile 
unawareness of the child’s integration, uninflu- 
enced by past experience or the push and pull 
of its environment. Be these observations true 
or not, experience has repeatedly demonstrated 
that the thin elastic skull bones, with suture 
lines fused only by fibrous tissue, act as a de- 
fense mechanism against the rapidly decelerating, 
accelerating or shearing forces that are re- 
sponsible for major cerebral damage. °!° Both 
the accelerating force of the automobile fender 
and the mule kick and the decelerating force of 
a fall from an unlatched window are in part di- 
minished by the yielding skull and may leave 
their imprint in the common linear fractures of 
childhood head injuries. 

A small percentage of head injuries in infancy 
and childhood are irreversible because of the 
magnitude of the cerebral damage. The po- 
tentially fatal or crippling head injuries of in- 
fancy and childhood are pathologically identical 
with those observed in adults although their 
recognition and treatment vary in significant 
detail. As compared to adults, all infants and 
children react to brain injury in perhaps a more 
dramatic fashion with profound loss of conscious- 
ness and an early rise in temperature and pulse 
rate. Generalized convulsions associated with 
the acute phase of the injury are not uncommon 
and may be controlled with sodium phenobar- 
bital or sodium “amytal.” Further efforts toward 
diagnosis must be held in abeyance until the 
first principle of the management of head in- 
juries is complied with, if necessary, and that is 
resuscitation.!! Indeed, the majority of head 
injuries in infants and children will require only 
the treatment of the initial shock and nursing 
care plus a working knowledge of the potentially 
fatal and crippling head injury syndromes. 
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CHRONIC SUBDURAL HEMATOMA 


The first of these syndromes is the subacute 
or chronic subdural hematoma of infants; caused 
by birth or postnatal trauma although in many 
cases the health history of the infant may be 
quite inadequate in this regard. The syndrome 
may present itself one week to six months fol- 
lowing injury. The clinical picture of the syn- 
drome may be illustrated by reference to two 
case reports. 


Case 1—(Duke History No. B-20670). A 6-month- 
old female white child was admitted because of a single 
convulsion and the observation of an unusually large 
head. Labor was difficult and prolonged and was com- 
pleted by the use of forceps. Following birth, the head 
was diffusely bruised and it was necessary to place the 
child in an incubator with oxygen for several days. 
The subsequent history was unreliable until 342 weeks 
before admission when the child began to vomit food 
frequently and 3 weeks before admission the infant 
developed a generalized convulsion which lasted 6 to 8 
minutes. Examination at another hospital showed an 
increased subarachnoid pressure and the observation was 
made at that time that the head seemed diffusely en- 
larged. Admission examination showed an underdevel- 
oped female child; the head measured 46.5 cm. in 
circumference, the enlargement being more prominent 
in both parietal eminences. The anterior and posterior 
fontanels were open and bulging (Fig. 1). An extreme 
amount of papilledema was present bilaterally, the 
pupils were dilated and there was a definite impres- 


Fig. 1, Case 1 


Bi-parietal head enlargement in subdural hematoma of 
infants. 
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sion that the child was blind. Bilateral positive Babinski 
responses were present. Lateral stereoscopic views of the 
skull showed the head enlargement and considerable 
separation of all suture lines. 


Following admission, bilateral subdural punctures 
were made at each lateral angle of the bulging anterior 
fontanel. Characteristic brownish-red fluid was en- 
countered on both sides. Staged craniotomies were 
carried out with drainage of large bilateral subdural 
hematomas and with removal of the inner and outer 
membranes. Convalescence was uneventful with cessa- 
tion of abnormal head growth but with little evidence of 
restoration of vision. 


Failure of recognition of this bilateral lesion 
at an earlier date resulted in a severe neurologi- 
cal defect with probable bilateral loss of vision. 
The following case represents a more happy 
result. 


Case 2—(Duke History No. C-12855.) A 9-month- 
old white male had been admitted to the Duke Hos- 
pital for the treatment of acute pneumococcic meningitis 
and had been discharged as cured 2 months prior to the 
present admission. Two weeks following discharge from 
the hospital, he had received a vaccine following which 
he had been fretful for 4 days. Thereafter, he had 
appeared apparently normal until 3 days before admis- 
sion when he became fretful, quite drowsy and vomited 
on several occasions. After close questioning, a history 
of a fall on the floor while walking was obtained 8 days 
prior to admission. At that time, the infant had cried 
vigorously and a small contusion had been noted on the 
forehead. 


Physical examination showed a white male infant 
who was both listless and irritable. The head ap- 
peared slightly large measuring 48 cm. in circumfer- 
ence, and the child refused to sit alone or carry out 
any spontaneous movement (Fig. 2). There was defi- 
nite blurring of both disc outlines. The anterior 
fontanel measured 3x3 cm. and was quite tense. The 
remainder of the neurological examination was normal. 


In view of the recent evidence of a severe meningitis, 
a provisional diagnosis of hydrocephalus was made, 
although the recent history of trauma to the head sug- 
gested the less plausible diagnosis, in this child at least, 
of a subdural hematoma. With the evaluation of hydro- 
cephalus and subdural hematoma both implying sub- 
dural and then ventricular punctures, these were carried 
out in the lateral angles of the anterior fontanel. On 
the right side thick old fluid blood was encountered; 
on the left side no fluid was encountered in the sub- 
dural space and there was no evidence of hydrocephalus. 
Examination of lateral stereoscopic x-rays of the skull 
showed separation of the suture lines, an enlarged head 
and, in addition to these findings, a small linear frac- 
ture line in the right temporal bone. Following the 
first subdural tap, the patient’s condition cleared re- 
markably. His excellent condition was maintained with 
daily subdural taps and removal of small amounts of 
fluid for the following 10 days. At this time a right 
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craniotomy was performed with removal of subdural 
fluid and the outer and inner membranes (Fig. 3). 


Convalescence was uneventful and at the present writ- 
ing, 5 months following operation, the child appears 
perfectly normal. 


There is no exact clinical picture characteristic 
of subdural hematoma in infancy. Convulsions, 
vomiting, irritability, irregular temperature 
swings, associated with an accelerated head 
growth, muscle hypertonicity and hyperactive 
muscle-tendon reflexes should lead to early inves- 
tigation. The diagnosis is readily established by 
puncture and aspiration of the subdural space 
and can be made only by this procedure.!? Since 
a large proportion of the lesions are bilaterally 
situated, bilateral subdural puncture is indi- 


Fig. 2, Case 2 
Head enlargement and lassitude, subdural hematoma. 
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cated (Fig 3). If any type of membrane can 
be demonstrated sufficient to inhibit normal 
brain growth, operation must be carried out. 


POSTTRAUMATIC EPILEPSY 


The second damaging sequel of birth injuries 
that merits neurosurgical attention has to do 
with brain damage secondary to difficult forceps 
delivery. For the most part, such injuries in 
the acute phase need only closure of the lacer- 
ated scalp if present, and rarely, elevation of a 
deeply depressed skull segment. The compli- 
cations of a posttraumatic convulsive state oc- 
curring after birth injury, or after any other 
type of localized brain injury, may usually be 
controlled by the proper application of anti- 
convulsant drugs. In those instances where such 
therapy is ineffective and where the cerebral 
cicatrix is well localized, neurosurgical resection 
may offer considerable help. The prototype of 
such a problem is reported briefly. 


Case 3.— (Duke History No. C-38728). This 19- 
month-old white male was admitted with a complaint 
of generalized convulsions since birth. At the time of 
birth, the child sustained a compound depressed frac- 
ture of the right temporo-parietal region as the result 
of a forceps injury at the end of 4 days of difficult 
labor. During the first 3 days of life, the child was 
cyanotic, requiring respiratory stimulants, and developed 
numerous generalized convulsions. At this time, it was 
noted that a complete left hemiplegia existed. The 
hemiplegia slowly cleared during the next 9 months of 
life during which time he demonstrated localized twitch- 
ings of the left-sided extremities whenever awakened. 
At 14 months of age, he again developed a generalized 
convulsive state at first occurring 2-4 times a day. 
Every effort had been made to control the convulsive 
state by well-tried anticonvulsant therapy. 


Examination showed a well-developed, well-nourished, 
white male of 19 months with a definite hemiparesis of 
the left-sided extremities with recurring localized con- 
vulsive episodes beginning in the left arm and involving 
the left-sided extremities which might occur from 2 to 5 
times every minute. The left-sided tendon reflexes 
were hyperactive and a positive Babinski response was 
present on the left side. There was diffuse atrophy of 
the left-sided extremities. Examination of the skull 
showed 2 superficial scalp scars, one over the posterior 
aspect of the right parietal eminence and the other in 
the right frontal region. There was a depressed irregu- 
larity just above the right ear in the underlying skull. 


Pneumo-encephalography revealed considerable cortical 
atrophy with a porencephalic extension of the right 
lateral ventricle beneath the point of obvious injury. A 
craniotomy disclosed a localized area of cortical scar 
formation as noted in Fig. 4. The involved cortex was 
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resected and a stoma opened into the right lateral 
ventricle. 


Following convalescence from the operative procedure, 
scattered sporadic left-sided convulsions occurred de- 
spite heavy anti-convulsant therapy. Improvement, how- 
ever, was steady and at the time of discharge, 30 days 
following operation, the convulsive state was under con- 
trol with the use of 30 mg. of phenobarbital twice a 
day. No prolonged follow-up study is available. 


EXTRADURAL HEMATOMA 


If subdural hematoma may be considered the 
major neurosurgical problem in terms of in- 
creased intracranial pressure in traumatic lesions 
of infancy and the early years of life, extradural 
hematoma assumes a similar place in the closed 
head injuries of children of pre-school or school 


(Top) Technic of subdural puncture. 
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age. It is much less common but carries a mor- 
tality of 50 per cent that is in large part quite 
avoidable through prompt diagnosis. No single 
neurosurgical condition is quite so treacherous 
and yet so amenable to intervention. The clini- 
cal picture has been described in many texts® 
but nowhere better than in single case reports. 


Case 4.—(Duke History No. B-42253.) A 10-year-old 
white boy was admitted to the hospital approximately 
24 hours following injury. He had been riding in a 
wagon and had lost control of the horse. He tried 
to jump on the back of the horse but did not succeed, 
held on to the shaft to which he clung for a while and 
then dropped to the ground. He sustained some bruises 
over the left temporal region. However, the patient 
got up within a few seconds, complained of soreness 
where his head had been struck and then vomited 


Pig. 3, Case 2 


(Left) Craniotomy exposure of bits of blood clot and inner membrane covering cerebral cortex. The outer membrane is 


adherent to the dura. 
(Right) After removal of clot and both membranes. 
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several moments afterwards. The accident occurred at 
approximately 2:30 in the afternoon and he went to bed 
at approximately 9 o’clock in the evening. At 4 o’clock 
in the morning of the following day, he awoke complain- 
ing of very severe headache and a feeling of nausea. He 
was given medication and returned to bed. He was 
found at 8 o’clock in the morning to be unconscious, 
with labored breathing and incontinent of urine. No 
convulsions had been heard or were noticed later. At 
4:00 p.m. on the following day, physical examination 
showed a comatose 10-year-old white boy responding 
only to very painful stimuli. There were superficial 
scalp bruises and some edema of the underlying muscle 
tissue in the left temporal region. There was definite 
early bilateral papilledema. Both pupils were widely 
dilated and did not react to light. Upon stimulation he 
moved all four extremities and following the initial 
movement there was bilateral rigidity of the lower 
extremities with inversion of the foot and plantar 
flexion of the toes. All deep muscle tendon reflexes 
were depressed with bilateral Babinski responses. Stereo- 
scopic lateral and antero-posterior views of the skull 
showed no evidence of fracture. 

A diagnosis of left extradural hematoma was made 
and operation was carried out immediately under local 
anesthesia. A huge extradural hematoma was encoun- 
tered and after the first blood clot had been aspirated 
the middle meningeal artery was found to be actively 
bleeding approximately 2 cm. from the foramen spin- 
osum. The brain began to expand immediately after 
removal of the hematoma. There was no response to 
this operative procedure, clinical evidence of pontine 
damage persisted and he expired 17 hours following 
operation. Postmortem examination was not obtained. 


Case 5—(Duke History No. B-85045.) A 4-year-old 
white boy was admitted approximately 18 hours follow- 
ing injury. At that time he had been playing and had 
run into another child, with mutual bumping of their 
heads. He fell down but apparently was not unconscious. 
The parents were upset enough, however, to carry the 
child to the family physician who noticed only some 
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edema in the left temporal region. Approximately 2 to 3 
hours later, the child became stuporous and was admit- 
ted to a local hospital. During the night he became 
even less responsive and, at this time, it was noticed 
that his left pupil had become dilated and fixed to 
light stimulation. He was then referred, by ambulance, 
to the Duke Hospital. 

Examination at that time showed a well-developed 
white child who was quite comatose with irregular 
gasping respirations. There was a large edematous area 
over the left temporal region and a small ecchymotic 
area behind the left ear. There was mild bilateral papil- 
ledema, the left pupil was widely dilated and fixed to 
light stimulation. All four extremities were held in 
marked extension and were quite spastic. There were 
bilateral positive Babinski responses. 

Stereoscopic lateral and antero-posterior views of the 
skull showed a linear fracture line in the left temporal 
bone extending across the channel of the left middle 
meningeal artery. A second and smaller linear fracture 
line was noted in the occipital bone. Immediate opera- 
tion was carried out under local anesthesia and a large 
extradural hematoma was removed on the left side. 
The brain expanded rapidly. Convalescence from this 
severe degree of intracranial pressure was protracted 
but during the 3 to 4 postoperative weeks of hospitali- 
zation, the child began to talk, the ptosis of the left 
eye improved and a considerable hemiparesis of the 
right side likewise improved. His post-discharge course 
since that time has been progressively favorable. 


These cases illustrate the relatively mild in- 
itiating injury, the so-called “lucid” interval, the 
recurrence of altered and depressed cerebral ac- 
tivity, the value of unilateral pupillary dilata- 
tion in localization of the lesion and the rapid 
progress of evidence of mid-brain involvement 
characteristic of this neurosurgical emergency. 
The opportunity for remedial neurosurgery in 
this highly dangerous condition lies solely in 


Fig. 4, Case 3 
Cerebral cicatrix, left, and operative removal of involved cortex and production of ventricular stoma. 
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careful observation of the apparently mild head 
injuries both by parents and by physicians. 


OPEN OR COMPOUND INJURIES 


Open or compound injury occurs in infants 
but is more common in age groups whose activi- 
ties give them the opportunity to be involved 
in automobile-pedestrian and automobile-bicycle 
types of accidents or who may be struck on the 
head by a vast array of objects including sticks, 
stones and the hoofs of mules. The diagnosis 
of such an injury is for the most part obvious. 
The treatment of open head injury in these age 
groups is not different from that of adults and 
must adhere rigidly to principles that have been 
much refined by recent experience.!! These in- 
clude resuscitation, primarily by the use of whole 
blood, localization and evaluation of the brain 
injury by neurological and stereoscopic roent- 
genographic study, proper preparation and main- 
tenance of an air-way prior to anesthetic choice, 
in children preferably ether, complete debride- 
ment and primary closure of the scalp, skull and 
brain wound, in a single, planned, definitive pro- 
cedure and finally, protection from infection by 
prophylactic parenteral penicillin. 

The following records describe a case of com- 
pound skull fracture sustained by reason of a 
mule kick and a complicated craniocerebral in- 
jury sustained in a fall from a second-story 
window. Any other rapidly accelerating or de- 
celerating force might present similar clinical 
fractures. 

Case 6.—(Duke History No. C-42932.) This 12-year- 
old white boy was admitted with the history of having 
been kicked in the right frontal region by a mule approx- 
imately 3 hours prior to admission. The boy was found 
by his parents in the mule’s stall at some unknown 
period following injury, probably a matter of minutes. 
At that time, he was drowsy but was able to respond. 
Following the application of a pressure dressing, he 
was brought to the hospital by ambulance. During this 


trip, he felt nauseated but continued to respond pro- 
gressively better. 

Subsequent examination showed a well-oriented white 
boy of 12 who responded quickly and accurately. The 
general neurological examination was completely nega- 
tive. In the right frontal region of the skull was a 


large ragged half-moon shaped laceration through which 
could be visualized comminuted skull fragments mixed 
with fragments of dirt and mule feces. Prior to opera- 
tion, the boy became drowsy intermittently and de- 
veloped periods of marked nausea and complained con- 
siderably of headache. The last ingestion of food had 
occurred 4 hours before injury. 
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Prior to operation, an intravenous infusion of 5 per 
cent glucose was started and whole blood was available 
if needed. Ether anesthesia was induced with “vine- 
thene” and the patient was carried, during the pro- 
cedure, by endotracheal administration of ether. At 
operation, the wound edges were excised, the com- 
minuted and depressed bone fragments were removed 
and the dura was found contaminated but not open. 
The entire area was meticulously cleansed mechanically 
with warm saline solution. All fragments of dirt were 
removed from the bone edges. Closure was then car- 
ried out with interrupted fine black silk sutures in the 
galea and similar sutures in the scalp without drainage. 
At this time, the patient was given tetanus-gas gangrene 
antitoxin and 20,000 units of penicillin intramuscularly. 
No evidence of shock occurred during this procedure and 
the 5 per cent glucose infusion was allowed to continue 
to a total infusion of 1,000 cc. 

Wound healing was uneventful (Fig. 5) and the 
patient will be returned to the Neurosurgical Division 
at the time of completed skull growth for evaluation 
concerning the advisability of cranioplasty. 


Case 7.—(Duke History No. A-82706.) A 5-year-old 
white boy was admitted to the hospital approximately 
one hour after injury. At that time, he had fallen out 
of an open second-story window, landing on his face 
and right forearm on a cement walk. Emergency treat- 
ment carried out in a local hospital consisted of splint- 
ing an obvious fracture of the right forearm and the 
child was then referred here via ambulance for treat- 
ment. The parents said that he was drowsy but re- 
sponded when first found after the fall. 

Examination upon admission showed a restless, 
drowsy, fretful white boy of 5 who responded actively 
upon painful stimulation. There was an abrasion over 
the left frontal region and perhaps a tiny perforating 
wound of the scalp through which blood was passing. 
There was copious hemorrhage of blood from each 
nostril. The neurological examination was otherwise 
normal. 

Stereoscopic lateral and antero-posterior views of the 
skull showed multiple linear fractures in the left frontal 
region, one of which extended downward and was lost 
in the substance of the left orbit. Films of the right 
wrist showed a fracture of the distal ends of the radius 
and ulnar. Following the early neurological evaluation 
of his injury and study of the x-ray plates, the patient 
was observed for a more exact evaluation of this possible 
compound injury through the air containing sinuses of 
the face. Because of excessive nausea and vomiting 
and because of mild shock, he was given 300 cc. of 
whole blood by transfusion and maintained on intra- 
venous fluids for the first two hospital days. Upon 
admission, he had been placed on penicillin, 10,000 
units, every 3 hours intramuscularly and had been 
given 1,500 units of tetanus antitoxin. During the first 
two days, he vomited intermittently and the vomitus 
contained dark hemolyzed blood. Twenty-four hours 
following admission, there was extreme ecchymosis and 
edema of both orbits which gradually subsided. The 
bloody discharge from the nose ceased and there was 
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no evidence of a cerebrospinal fistula. The very small 
laceration in the left frontal region healed spontaneously. 
Twelve days following admission, the patient appeared 
quite well and fully recovered from this severe injury. 
The parents were carefully instructed as to symptoms 
of cerebrospinal leak and evidence of intracranial infec- 
tion. 

The child was followed at frequent intervals and 
remained well for a period of 6 months following dis- 
charge. At that time, 3 months before his second admis- 
sion, his mother first noticed a clear watery fluid pass- 
ing from his right naris, and he was treated for an 
upper respiratory infection. Since there had been no 
improvement in this local condition over the period of 
3 months, the parents returned the child to the Neuro- 
surgical Division. 

At the time of admission, clear cerebrospinal fluid 
would be visualized passing freely from the right nostril 
as the child was asked to bend forward. The remainder 
of the neurological examination was completely normal. 
Restudy of the skull x-rays showed no clear-cut evi- 
dence of a fracture line except as noted in the superior 
roof of the left orbit. 

A bifrontal craniotomy incision and right frontal 
craniotomy were carried out in this patient. When 
the dura was retracted from the rostral aspect of the 
right frontal lobe, a small circular dural defect was 
visualized just above and to the right of the crista 
galli. Scar tissue here passed from an ethmoid sinus 
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cell through a dural rent that was adherent to the tip 
of the right frontal lobe. The cicatrix was mobilized 
and removed and the dura was closed with interrupted 
sutures of black silk and packed with gelatin sponge. 
Convalescence was uneventful. 


The use of penicillin in the first case prevented 
infection in a grossly contaminated wound. Its 
use in the second instance prevented an almost 
inevitable meningitis and allowed this child the 
dubious privilege of being sent home without 
earlier closure of the cerebrospinal fistula. Both 
cases illustrate the sequence of therapy in the 
handling of compound injuries. 


SUMMARY 


The conduct of head injuries in infants and 
children is largely a matter of recognizing and 
treating the so-called “operable” groups of head 
injury that represent potentially fatal but re- 
versible injuries. These include subdural hema- 
toma of infants, the extradural hematoma of 
older children and the open or compound in- 
juries common to both age groups. Those in- 
juries that remain demand meticulous support, 
nursing care, and maintenance of full nutritional 


Fig. 5 
Mule kicks. Case 6 at the left. 
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and fluid requirements and exhibit a gratifying 
response to such measures. Spinal fluid drain- 
age, the use of hypertonic solutions and any 
form of passive dehydration are of little benefit 
and may actually cause harm. Although the 
pediatrician and the neurosurgeon are now 
even better prepared than before for the recog- 
nition and care of these disastrous injuries, the 
eventual and hoped for reduction in the inci- 
dence of accidental death cannot come from the 
medical profession alone. The layman and the 
public at large must be informed of these facts; 
the infant and child must be protected from their 
innate lack of responsibility in safety matters, 
and this protection must be extended to the child 
in the home, in the streets and as he travels 
abroad.* 
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DISCUSSION (Abstract) 


Dr. J. Garber Galbraith, Birmingham, Ala.— Dr. 
Woodhall’s figures indicate the increasing importance 
of head injuries in early life. I would like to empha- 
size one or two points. 

Subdural hemorrhage occurring before the closure of 
the cranial sutures results in increased size of the head, 
simulating congenital internal hydrocephalus, and the 
history of trauma is often rather vague or perhaps 
entirely absent. Therefore, the only certain way of 


*Cases 1, 4 and 5 were attended by my colleague, Dr. Guy 
Odom, and Cases 2 and 6 were treated by our neurosurgical 
residents, Dr. Donald D. Matson and Dr. Robert G. Neill. 
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arriving at the correct diagnosis is by subdural punc- 
ture, and this should be done in all cases of enlarging 
head in infancy in order to avoid, first of all, errors 
in diagnosis, and more important errors of omission in 
treatment. The excellent healing powers of young tissues 
afford the prospect of complete recovery in the great 
majority of cases of brain injury in children, provided 
the brain injury is properly cared for. 

Cerebral compression must be recognized and the 
relief of pressure due to intracranial hemorrhage must 
be afforded before irreversible damage is done to the 
vital centers of the diencephalon and the brain stem, 
as Dr. Woodhall has shown in his cases. Successful 
management of these cases is based on careful observa- 
tion and the early recognition of the development of 
cerebral compression due to intracranial hemorrhage 
followed by prompt surgical intervention. 


Dr. Charles Troland, Richmond, Va—As Dr. Wood- 
hall said, following most head injuries children do very 
well. Serious sequelae are not very common. In any 
condition which has a high incidence of cure, it is 
extremely easy to become lax and fail to realize that 
some injuries are dangerous, and may cause a serious 
neurological defect or death. 

If subdural hematomas or extradural hemorrhages 
are promptly and adequately treated, the results are so 
good that it is all the more important that they be 
given adequate treatment. I have heard Dr. Woodhall 
talk several times on the North Carolina mule and the 
injuries that it causes. We in Virginia see mule injuries, 
but I do not believe we see quite so many. 

Subdural hematomas in children have always been 
very interesting lesions. 

About a year ago we saw a three-year-old child with 
a tremendous hydrocephalus but the child’s general 
condition seemed to be a little better than the usual 
hydrocephalic. 

In tapping to do a dye test to study the hydro- 
cephalus, we found we were in xanthochromic fluid as 
soon as we got through the dura at the fontanelle and 
we took out 400 cc. of xanthochromic fluid, which was 
subdural. The brain was small, sitting down in the 
bottom of this immense vault with a very dense limit- 
ing membrane which I am sure, as Dr. Woodhall 
showed in his slides, caused definite restriction of the 
normal cerebral growth. 

If this patient had come in earlier the neurological 
defect would undoubtedly have been much less. I was 
also interested in the child of four that had an extra- 
dural hemorrhage. Some of the older neurosurgeons 
have said that extradural hemorrhages do not occur 
before the age of twelve. They feel that the skull 
is sufficiently pliable before that age to bend with any 
blow without tearing a vessel. I have heard of a 
previous case at the age of five, and Dr. Woodhall 
has one at the age of four, probably the youngest 
recorded case. 
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REPAIR OF PAINFUL SACRAL SCARS* 


By Mark M. Marks, M.D. 
Kansas City, Missouri 


In the past decade, medical literature has been 
replete with various descriptions of corrective 
operations for pilondial cysts and sinuses. The 
sequelae of recurrences and deforming and pain- 
ful scars continue long after the surgeon has 
terminated the treatment. The results of extir- 
pation of the disease bearing areas have left a 
long trail of individuals who suffer more from 
the benefits of surgery than from their original 
lesion. 

Symptomatic scars in the sacrococcygeal area 
are of two types. The majority are long, thin 
and adherent to the sacral fascia. The depth 
and direction of the intragluteal fold may be 
altered with the result that the buttocks which 
normally cushion the body independently and 
together as a unit are now forced to move 
against a fixed scar (Fig. 1). The second va- 
riety of scar is that resulting from stellate and 
transverse excisions of the diseased parts (Fig. 
2). Since the lines of traction on sitting are 
directed along the scars a tearing force is created. 
Because of strain on the scars, keloids are more 
prone to form, producing additional trauma as 
unyielding foreign bodies. 

Excision of the scar and resuturing the skin 


*Read in Section on Proctology, Southern Medical Association, 
eee Annual Meeting, Miami, Florida, October 25-28, 
1948. 


Fig. 2 
Transverse scar with fixation to the coccyx. 
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rarely suffice since it is not the presence of the 
scar alone that creates pain and discomfort, but 


Fig. 1 
Scar resulting from longitudinal excision of pilonidal sinus. 
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rather the fixation or lack of mobility of the 
natal fold. Any corrective procedure must there- 
fore recreate a physiological as well as an ana- 
tomical semblance to the normal intragluteal 
crease. 

A method of repair of natal fold deformities is 
here described. Following a low spinal anes- 
thetic, the patient is placed face downward with 
a pillow under the hips to elevate the buttocks. 
The sacrococcygeal area is widely prepared with 
ether, soap and mercurial tincture. Since ad- 
hesive strapping of the buttocks increases the 
deformity, it is not employed. The scar is split 
longitudinally through its center and a half-inch 


Fig. 3 
Splitting of scar-incision carried to the sacral fascia. 


Fig. 4 
Pedicles of gluteal fat. 
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beyond both ends into the normal fat (Fig. 3). 
This incision is carried down to the sacral 
fascia and along the fascia laterally until the 
gluteal muscle is reached. The scar and skin 
should be similarly undercut for a distance of 
two inches. Dissection is done on the opposite 
side to create pedicles of fat with broad bases 
(Fig. 4). 

After all bleeding points having been arrested 
by high frequency current or fine cotton sutures, 
the fat pedicles are then brought together with 
a minimum of tension, using interrupted No. 2 
catgut (Fig. 5). The edges of the scar are loosely 
approximated. Vaseline drains are placed be- 
neath the fat and skin (Fig. 6). A dry dressing 
covers the wound and the buttocks are lightly 
strapped. 

The patients are permitted out of bed on the 
first postoperative day. The first dressing is 


Fig. 5 
Pedicles of fat brought together with cotton sutures. 


Fig. 6 
Skin closure and vaseline drains in place. 
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Fig. 7, A and B 
Healed scar. 


changed on the second day, at which time the 
drains are moved, but they are not completely 
removed until the fourth postoperative day. The 
incision is cleansed daily with hydrogen peroxide 
followed with 5 per cent mercuchrome. This dye 
is not painful when applied and it acts as a de- 
tergent to colon organisms as well as a stimulant 
to epithelization. The skin sutures are removed 
on the seventh day. There is no interference 
with bowel habits nor are there any dietary re- 
strictions. 

In a group of sixteen cases, all but six healed 
completely in fourteen to twenty-one days. Two 
developed minor complications that lengthened 
the convalescent period. One had a hematoma 
under the pedicles that was allowed to resolve; 
the other had an infected suture that required 
removal before healing was complete. Two of 
this series had had previous multiple excisions 
for recurrent cysts that extended beneath the 
coccyx. Removal of the coccyx had been ad- 
vised because the resultant scars were adherent 
to the terminal spinal segments and pain on sit- 
ting was constant. All cases treated in the de- 
scribed manner had good cosmetic results and 
the functioning physiology of the parts was satis- 
factory (Fig. 7). 
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These cases have been followed for a period 
of two to five years and have remained symptom 
free. Some absorption of the fat continues for 
the first two months, but permits adequate and 
unhampered movement of the buttocks. 


CONCLUSIONS 


In a small series of cases of painful scars 
following the excision operation for pilonidal 
sinuses and cysts, a corrective procedure for the 
defective natal fold was done. The results in 
restoring a more nearly normal contour and 
function of the parts were uniformly successful. 


DISCUSSION (Abstract) 


Dr. Marion C. Pruitt, Atlanta, Ga—Pain in sacro- 
coccygeal scars is not a frequent occurrence. In my 
experience, the majority of symptomatic scars in the 
sacrococcygeal region are long and thin, and often infec- 
tion, irritation or sinuses are present. All are adherent 
to the sacrococcygeal fascia and most occur in thin 
persons. The thin cushion makes a poor weight bearing 
surface, yet only in a few cases has the patient any 
inconvenience or discomfort on sitting. 

The depth of the intragluteal folds may be greatly 
altered by very extensive scars and the patient still be 
free of pain and have a good functional weight bearing 
surface. This brings up the question of how one can 
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be sure that fixation of scar tissue is the cause of pain 
on sitting. 

The buttocks compose a large surface on both sides 
of the natal folds with fixation through the gluteal 
fascia to the sacrococcygeal fascia and to the anterior 
and posterior superior spines of the crest of the ilium 
on both sides. 


The wide points of fixation of the gluteal fascia per- 
mit free mobility of the large cushion of this part of the 
body. This permits large scars or deformities to be 
present without causing any discomfort from pulling or 
stretching on the scar in sitting in most cases. 

The cause of an area and not a point of pain in the 
region of the scar may be a much more difficult prob- 
lem, as the cause of the pain may be in the deeper 
tissues and not in the scar. We know too well that it 
is not unusual for patients who have never had an 
operation to complain of pain on sitting. To prove 
the cause of pain in this region you may need the aid 
of the radiologist, orthopedist, neurologist or possibly 
the psychiatrist. Therefore, the first essential for a good 
result from any operation is to be sure, if possible, 
that the cause of the pain is due to the scar tissue and 
not some other lesion. 


Keloids are peculiar characteristics of the colored 
race. These growths tend to form thick, large, irregular, 
ugly scars. These scars, or growths, are not, as a rule, 
painful, but tend to recur from further operation. 


The operation described by Dr. Marks in the non- 
keloidal patient, when the cause of pain on sitting is 
due to fixation of scar tissue that is free from foci of 
infection, has much to be recommended. Variation of 
the stereotyped operation to suit the individual case 
will often be advisable. In the non-keloidal patient, 
pulling or stretching of scars tends to thinning rather 
than thickening of the tissue. 


In the keloidal patient. avoid further operation if 
possible, as a keloidal scar is almost sure to recur. 
Thus, more operation, more scar; bigger operation, 
bigger scars. 


As long as the patient has a good functional result, 
the cosmetic results are of minor importance and should 
not be considered as a surgical condition. 

Operations in these cases are usually elective. 

If primary union is to be expected, infection must 
not be present, hemostasis must be absolute and the 
wound closed without tension and better without 
drainage. The sulfonamides or penicillin before, during 
and after operation are often valuable in preventing 
infection. 


Dr. M. H. Todd, Coral Gables, Fla—I am in the 
Veterans Administration and we get some of the cases 
described by Dr. Marks. We get pilonidal scars that 
are sometimes very painful. I was in Camp Lee and 
Camp Pickett for a period of many months and to 
both those camps, various surgical groups from other 
hospitals came for training during the war preliminary 
to going overseas. Each time a surgical group came 
there from a hospital, Richmond, Virginia, or Buffalo, 
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New York, or wherever they came from, we turned 
over to them a large part of the surgery and I always 
asked the chief surgeon, “Who among you knows 
about the pilonidal sinus?” It was a headache, as 
you know. 

Each time, he brought Dr. Brown, Dr. Green or Dr, 
Jones out, and said that he knew all about the pilonidal 
sinus. I said, “We have a ward here of fifty cases of 
pilonidal sinus. The ward is always full. Let Dr. 
Brown demonstrate his methods of curing this very 
troublesome affliction.” 


Dr. Brown would then take over for three or four 
months and we would observe his results. Then another 
group would come in and another surgeon would be 
assigned and, over a period of a year and a half in 
Camp Lee, I observed various types of surgical work 
upon the pilonidal sinus. At the end of that time I 
thought that my results could be no worse. No matter 
what I did or failed to do, it could be no worse than 
some of the results in our hospital, because we had 
patients who had been in the hospital 16 months, with 
tremendous scars, repeated excisions, who then were 
subject to CCD for complete physical disability. I then 
personally took over the pilonidal sinuses for a year’s 
time. 


The previous operations had been of the usual types 
that you have seen described. Generally, surgical ex- 
cision was quite wide, with mostly primary suture. 
When those methods worked, they were extremely 
satisfactory. They worked in about 25 or 30 per cent 
of the cases. When they did work, the patients went 
back to full military duty in three or four weeks’ time, 
and they had no trouble; but the others, and the others 
were the majority, broke open. The stitches came loose. 
Infection occurred. Suppuration was gross and it began 
to strike me that probably it is asking a great deal of 
Mother Nature to allow primary healing when the anal 
orifice is only an inch away from the lower end of the 
incision, and probably it was to be expected that there 
would be difficulty in getting primary union after ex- 
cision with suture. 

Therefore, I evolved a plan which was used for a 
year on a group of patients that filled a 50-bed ward 
during the whole time that we were there. It was 
hardly an operation. It was something that you ought 
not to call an operation really. First under spinal and 
then later under only local anesthesia I used one simple 
procedure: incision and packing. That is all. That is for 
the common or garden pilonidal sinus which is in the 
midline; and there is one single cavity which may have 
a branch off to one side, but that is all. 

It is usually a rather uncomplicated cavity, full of 
a little ball of hair, some gray granulation tissue, but 
with a pretty firm base of scar which over a period of 
years has formed, as nature has tried to get rid of this 
ball of ingrown hair. I did not disturb that base at all. 
I made no attempted excision but only incised and 
packed. . 

The trouble was to keep the packing in. At first, I 
used vaseline gauze after the method of Orr in treating 
infected bones. The packing would not stay in because, 
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as the man walked around, his buttocks slid past each 
other and the gauze worked out on the top. When 
he was dressed after two or three days, the gauze was 
not there. It was all on the top. What happens then 
is that the top of the wound tries to heal together 
but leaves the cavity still present underneath. Wounds 
treated in this fashion have to be made to heal from 
the bottom. 


If a wound is permitted to heal over the top, it 
always recurs. The difficulty is to keep the gauze in 
place. We use plain gauze. We use a few drugs once 
in a while. The gauze is packed in, and the man’s 
buttocks are tightly strapped so that he has a big 
protruding bustle behind. This holds the gauze in place, 
and this is about the only way it can be kept in. 


The method was ambulatory. The patients were al- 
lowed everywhere the following day after operation. 
It was done under local anesthesia. No restriction in 
the diet was made. The wounds ordinarily took five or 
six weeks to heal, but for the most part stayed healed, 
and in the Veterans Administration we are continuing 
over the past two years the same program. 


Of course, we have a floating population, and I am 
sure they do not all get back to show me their recur- 
rences. But many of them live nearby and they do not 
seem to recur often. I think it is a method that can 
be used in the common or garden type case, not the 
case which goes under the coccyx. Incision and packing 
as an ambulatory method will give, in a high percentage 
of cases, a satisfactory and rather small scar without 
adherence to the sacral fascia and without eventual 
disability. 


Dr. Marks (closing).—I have had a case of keloids 
which acted as a foreign body due to constant trauma. 
After the keloid was excised and the pads of fat were 
brought in, there has been no evidence of recurrent 
pain. This happened to be a case of a white man. 


The suggestion about drainage will be followed. I 
always thought it was a safety valve, but believe it is 
not absolutely necessary. I do not want to discuss 
pilonidal sinuses at this time, but it warms my heart 
to hear Dr. Todd talk about his plan of treatment 
because it is practically identical with what we have 
done. In the army we started out with four wards, 
most of them full of pilonidal sinuses, and we ended 
with very few hospitalized cases. This was because, at 
the end of the fourth day after surgery, the man was 
back on duty and considered an ambulatory case there- 
after. While the average healing time was ten to 
twenty-one days, some went a little longer due to 
various reasons. 


If you are interested, we can show how you can 
treat even the complicated cases in a very similar 
manner. I think the men will realize that incision 
with marsupialization or eventration, as I call it, is 
far best and the select operation for this type of con- 
dition. I refer to a paper “Pilonidal Sinus: Treatment 
by Eventration” published October, 1947, in the South- 
ern Medical Journal. 
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ANEURYSM OF THE LEFT VENTRICLE 
SECONDARY TO MYOCARDIAL 
INFARCTION* 

REPORT OF A CASE IN A THIRTY-FIVE-YEAR-OLD MAN 


By H. L. Newsotp, M.D. 
G. B. Wyatt, M.D. 
and 
T. F. Frist, M.D., F.A.C.P. 


Nashville, Tennessee 


This case is reported because of the unusual 
occurrence of a ventricular aneurysm in a young 
man. The fact that it occurred subsequent to 
very early ambulation following myocardial in- 
farction is of interest. 


CASE REPORT 


The patient was a 35-year-old white married man, a 
chemical and radio engineer whose present illness began 
six weeks prior to admission to a hospital. After mow- 
ing his lawn, the patient was seized with severe crush- 
ing pain in his lower anterior chest radiating down the 
inner aspects of both arms to the wrists. This was 
accompanied by dyspnea, sweating and a clouding of 
the sensorium. The pain was relieved only partially by 
an injection of morphine. Within fifteen minutes after 
onset of symptoms an electrocardiogram was taken 
which was said to be normal by his local physician. 

The patient was placed on bed rest. Pain recurred 
several times in the first three days and was of such 
severity as to require injections of morphine for relief. 
He was told that he had not had a “heart attack,” as 
was previously thought, and that he should return to 
work after a week. This he did despite the presence of 
severe chest pain which came on with exertion, radiated 
down both arms ind subsided completely upon resting. 
These anginal pains continued for the first three weeks 
after the initial episode and finally subsided. 


Six weeks later the patient was seen by one of us 
(TFF) because of weakness and vague substernal dis- 
comfort. 

The past history was contributory in that 6 months 
previously a physical and electrocardiographic examina- 
tion by one of us (TFF) was normal. The family his- 
tory revealed that his father, age fifty-seven, had had 
angina pectoris for some six months. 


On examination there was a temperature of 98.6,° 
pulse of 90, respiratory rate of 20, and blood pressure 
reading of 100/75 mm. mercury. The patient was a 
well-developed and well-nourished young man who lay 


*Received for publication September 15, 1948. 

*From the Medical Service, Thayer Veterans Administration 
Hospital, Nashville, Tennessee. Published with permission of the 
Chief Medical Director, Department of Medicine and Surgery, 
Veterans Administration, who assumes no responsibility for the 
opinions expressed or conclusions drawn by the authors. 
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flat in bed without respiratory distress. General physi- 
cal examination was essentially negative except for the 
heart. The point of maximum impulse was seen to be 
in the fifth intercostal space just at the midclavicular 
line. It was diffuse and had a double slapping quality. 
Sounds were not abnormal, and an inconstant systolic 
murmur was heard at the apex by one observer. 
Laboratory findings on admission were not remarka- 
ble except for slight elevation of the sedimentation rate 
and a blood cholesterol level of 370 mg. per cent. The 
urine was normal and the Kahn test was negative. 


An electrocardiogram taken six weeks after the initial 
episode (Fig. 1) revealed sinus rhythm, QRS 0.08 sec- 
onds, and an elevated ST-segment in Lead I, CF-2, 
CF-4 and CF-5. The T-1 was inverted and symmetrical, 
and T-2 showed low amplitude, and there was slight 
inversion of the T-wave in CF-2 and CF-4. In CF-5 


+H 
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Fig. 1 
speeentngem taken six weeks after onset of present 
illness. 
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there was moderate inversion of the T-wave. There 
was an absence of the initial upward deflection of the 
QRS-complex in all CF Leads, a deep S-2 and S-3, and 
a slurring of the initial deflection in CF-S. 

Roentgenogram of the chest (Fig. 2) showed a typical 
picture of an aneurysm of the left ventricle. Bed rest 
was instituted immediately. After the ninth week grad- 
ual resumption of activity was attempted. This activity 
was tolerated well. 

Over a four months’ period serial electrocardiograms 
showed a return toward normal of the ST-segments in 
chest leads. A depression of ST-3 developed and there 
was little change in T-waves. There has been no signifi- 
cant change in the x-ray picture. 

At the present writing, nine months after the infarc- 
tion, the patient has some slight precordial pain while 
at rest occurring several times a week which is relieved 
promptly by nitroglycerine, but he has had no pain on 
moderate exertion. Physical findings are the same as 
those found on admission except for a pulse rate of 76. 


COMMENT 


Aneurysm of the myocardium was an autopsy 
diagnosis until the last two decades and the 
advent of frequent examination of the chest by 
roentgenogram.? Only six ante-mortem diag- 
noses of aneurysm were made prior to 1926.! 
Since then it has been diagnosed during life 
much more commonly. For example, one re- 


Fig. 2 
Roentgenogram of the chest showing cardiac enlarge- 
ment and bulging of the left superio-lateral border of 


the cardiac shadow. 


— 
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port included eighty-one cases with correlated 
x-ray and post-mortem findings.’ 

The case reported here is typical in that it 
shows a paucity of physical findings and fol- 
lowed a myocardial infarction. The early clin- 
icians felt that a diagnosis of aneurysm of the 
left ventricle could be made from physical find- 
ings alone. They stressed a diffuse maximal 
apical impulse, a prominence of the apical 
thrust out of proportion to the weak first heart 
sound, and a rough systolic murmur. Time, 
however, has proved these physical signs to be 
relatively unreliable. The electrocardiographic 
findings were at first thought to be typical,* but 
numerous repeated observations show only the 
patterns of myocardial infarctions.° 


It is interesting to note that this patient was 
quite active physically shortly after his infarc- 
tion. This is in keeping with recent experi- 
mental evidence which indicates that early 
exercise after myocardial infarction in dogs 
greatly increases the incidence of aneurysm.® 


The relative youth of this patient adds in- 
terest to the case and is in accordance with the 
recent increase in diagnosis of myocardial infarc- 
tion in individuals in the younger age groups. 


SUMMARY 


(1) A case is reported of a 35-year-old white 
man with an aneurysm of the left ventricle fol- 
lowing early ambulation after a myocardial in- 
farction. 

(2) The diagnosis was made by a roentgen- 
ogram of the chest. 
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RECENT ADVANCES IN OUR UNDER- 
STANDING OF THE ACUTE EPISODES 
IN CORONARY ARTERY DISEASE* 


By Georce R. MENEELY, M.D. 
Nashville, Tennessee 


The recent years have seen a gratifying in- 
crease in our ability to recognize myocardial 
infarction, to understand its underlying physi- 
ology and to reduce its dreadful mortality. These 
advances in our understanding have come about 
for the most part by practical application of 
laboratory experiment but clinical ingenuity 
alone has made a generous contribution. 

Winternitz! has delineated the biology of 
arteriosclerosis, showing the importance of the 
vasa vasorum in the genesis of the atherosclerotic 
lesion. Capillary rupture? ** in the vessel wall 
may even precipitate occlusion of the vessel. 

Cholesterol’ © 78910111213 has been the sub- 
ject of much speculation and certainly experi- 
mental atherosclerosis has been produced. Wheth- 
er cholesterol as such in the dietary is a factor is 
still unknown, but the current evidence suggests 
that other factors influence the actual deposi- 
tion. The concept of thyroidectomy for coronary 
artery disease'* has been renewed by the advent 
of thiouracil'5 !© although some clinical reports 
are disappointing.'’ Interesting in this connec- 
tion is Steiner’s'® observation that thiouracil 
encourages the deposition of cholesterol presuma- 
bly by its thyroid action. This certainly casts 
doubt on the merit of the exhibition of thiou- 
racil in angina pectoris. The intimate relation 
of cholesterol and the gallbladder together with 
the known clinical association of gallbladder 
and coronary artery disease!? 2° 2! 22 23 24 further 
suggests a relation. Again in diabetes*’ meta- 
bolic abnormality is associated with high inci- 
dence of coronary arteriosclerosis and of acute 
episodes secondary to it. 


*Read in Section on Medicine, Southern Medical Association, 
Forty-Second Annual Meeting, Miami, Florida, October 25-28, 
1948, 


*From the Department of Medicine, Vanderbilt University 
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Administration Hospital, Nashville, Tennessee. 
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clusions drawn by the author. 
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Dock'® has shed light on the striking differ- 
ence in the incidence of coronary sclerosis be- 
tween men and women which ranges from two 
to one to seven to one in various series.’° ?’ 78 29 
50 51323334 The intima of the coronary arteries 
lying in the epicardium, already known to be 
thicker than that of any other artery of similar 
calibre elsewhere in the body, is much thicker 
in men than in women and this anatomical 
peculiarity is easily demonstrable even in the 
newborn. 


Contrary to the common view among members 
of our profession, physicians do not suffer from 
coronary disease more often than others in the 
population. There are, however, pronounced 
racial differences in incidence.6°*’ My own 
experience as consulting cardiologist to our 
negro hospital at Meharry Medical School con- 
trasts sharply with my experience at Vanderbilt 
University Hospital. Myocardial infarction is a 
veritable rarity at Meharry. Even the pattern 
of the acute episode is different. The Negro 
usually exhibits the “silent” picture.*® 57 38 


Myocardial infarction among young men is 
increasing alarmingly.*? *° +! 45 The late great 
Dr. Leroy U. Gardner remarked upon the in- 
creasing incidence of atherosclerosis encountered 
among young men at autopsy at the Saranac 
Laboratory. He used to speculate upon the part 
which might be played by the current vogue of 
rich diet and added vitamins in the treatment 
of phthisis. 

The high mortality among young victims of 
coronary disease is explained by the brilliant 
investigations of Blumgart, Schlesinger, Prinz- 
metal, Ravin and others.** 45 46 47 When coronary 
narrowing occurs slowly, extensive development 
of collateral vessels may ward off disaster de- 
spite repeated occlusions. On the other hand, 
without such collaterals, closure of a single ves- 
sel may result in extensive and lethal infarction. 
There are much larger and much more numerous 
physiological communications between the coro- 
nary vessels than we have realized*’ and impor- 
tant therapeutic implications derive from this. 


For many years pathologists have found myo- 
cardial infarction at times when coronary oc- 
clusion was not present.*® 49 50 5! 52 53 5455 The 
reverse is also the case; coronary occlusion may 
be present without myocardial infarction. It is 
of paramount importance to recognize these 
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facts if we are to talk intelligently about coro- 
nary disease. Myocardial infarction is a clin- 
ically recognizable entity while coronary oc- 
clusion is not. The presence of a myocardial 
infarct does not necessarily indicate the presence 
of a coronary occlusion; there are other mechan- 
isms whereby such lesions may be brought about, 
at least one of which does not involve the coro- 
nary arteries at all.*° 


In the development of our understanding of 
this phenomenon, that is, of infarction without 
occlusion, one of the brilliant chapters of clinical 
investigation has been written by physicians who 
turned to animal research to answer questions 
raised by their patients. Closure of a coronary 
vessel in an experimental animal is followed by 
a train of events which we are just beginning 
to understand. Physiological and biochemical 
alterations begin at once. Indeed the electro- 
cardiograph reveals abnormality in the very 
next complex after such an experimental oc- 
clusion. The size of the area made ischemic and 
the duration of the insult are critical. Numerous 
workers, Tennant, Blumgart, Lowry, Gilligan, 
Hastings, Katz and others’? 55 58 59 including 
ourselves have investigated these changes. In 
brief, the results are these: if an area of suffi- 
cient magnitude is rendered ischemic for a few 
seconds, the changes resulting are apparently 
perfectly reversible. When the artery is occluded 
for somewhat longer, the changes are reversible 
but very slowly. Most important of all, if the 
artery is occluded longer still, irreversible 
changes occur. This critical time is perhaps 15 
to 25 minutes in the dog. No one knows how 
long it may be in the human. Our own investi- 
gations®® ®! 62 63 Jead us to the belief that the 
most sensitive element to ischemia in the myo- 
cardium is the capillary bed. If ischemia is suffi- 
ciently severe and of sufficiently long duration, 
the capillaries will deteriorate to a point where 
the return of blood merely makes a bad matter 
worse by converting an ischemic area into a 
hemorrhagic infarct. 


The presence of an infarct in the myocardium 
or of a thrombus in a coronary arteriole or 
artery may lead to retrograde thrombosis.** In 
one experimental animal, we have seen a throm- 
bus propagate up a branch of the anterior 
descending coronary artery, up this vessel itself 
to its junction with the circumflex, out along the 
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circumflex and down several of its branches. 
This doubtless occurs in humans. We are in- 
clined to think that such an autonomous self- 
propagating phenomenon must not be rare and 
might account for the extraordinary time differ- 
ences between the full evolution of the infarct 
pattern which develops in an hour or so in the 
dog and which sometimes takes days in the 
human. 

The occurrence of infarct during fever 
therapy®> lends added support to our concept 
of the capillary as the vulnerable organ. Fever 
therapy is notable for the severity of its insult 
to the fine vessels of the vascular bed.*° 


Multiple myocardial infarction is a phenom- 
enon observed in shock.*? When the blood pres- 
sure remains low for too long in patients already 
predisposed to infarct by coronary sclerosis, 
deficient perfusion of areas in the heart may 
lead to a train of events identical with that 
following temporary experimental coronary ar- 
tery occlusion. 


In this relation there are certain important 
new observations. When a large artery is oc- 
cluded in the dog, the region of the myocardium 
irrigated by this artery quickly ceases to con- 
tract®§ 6° and actually undergoes paradoxical 
motion, bulging out with each systole. Prinz- 
metal,’”° in a brilliant experiment, showed that 
contractility of this area could be restored by 
elevating the blood pressure to normal. Pre- 
sumably, at hypotensive levels, the physiological 
collaterals of the heart are not functional, but 
when an adequate perfusion pressure exists in 
the aorta, such channels carry enough blood to 
the area to relieve the local ischemia. The 
therapeutic implications of this observation are 
obvious. 


Electrocardiography has progressed tremen- 
dously in recent years not only in technic and 
the understanding of the significance of the 
deflections but also in its ever widening appli- 
cation. From the point of view of the clinician 
interested in coronary artery disease, the most 
valuable advances are in the development of 
the unipolar precordial leads and correlation of 
the QRS, ST and T wave changes during 
ischemia, injury and electrical death of muscle 
with the underlying physiological processes. By 
reference to the common terminal of Wilson”! 
which is at nearly zero potential, the electro- 
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cardiographer can often form precise opinions 
as to the state of the myocardium immediately 
subjacent to the exploring electrode. Bayley’s’? 
formulation of the sequence of events in 
ischemia, injury and infarction has generous 
experimental confirmation. T wave changes 
signal the earliest phenomena of ischemia and 
are due to local changes in the time course of 
repolarization. When ischemia is sufficiently 
severe and prolonged, an area of injury develops 
within the muscle from which derives a steady 
negative current. The effect of this current is 
to produce an elevation of the ST segment. Not 
until muscle has “died” electrically do changes 
in the QRS complex occur as evidence of the 
presence of electrically inert tissue under the 
exploring electrode. If physicians would abide 
by this concept, that QRS complex changes are 
obligatory for the electrocardiographic diagnosis 
of infarct, much clinical confusion would be 
avoided. Earlier in this presentation we empha- 
sized the reversibility of certain phases of myo- 
cardial alteration. Without QRS complex changes 
the electrocardiographer cannot guarantee mus- 
cle death. In the last analysis, the electrocardio- 
graph is merely a laboratory adjunct in the 
diagnosis of coronary artery disease and should 
never masquerade as a cardiac consultation. 


Not by any means the least of the problems 
confronting the clinician is the definitive diag- 
nosis of coronary artery disease. There have 
been several valuable recent contributions on this 
score.’3 74757677 A careful history and physical 
examination coupled with laboratory aids includ- 
ing electrocardiography will usually suffice to 
reach a positive diagnosis. Error in diagnosis 
usually results from inadequate investigation of 
the patient. At one time or another, the follow- 
ing conditions have caused confusion: pulmon- 
ary embolism, pneumonia, mediastinal emphy- 
sema, mediastinitis, pleurodynia, pleurisy, em- 
pyema, spontaneous pneumothorax, pericarditis, 
aneurysm or dissecting aneurysm, esophageal 
obstruction, cardiospasm, hiatus hernia, gas- 
tritis, gastroenteritis, perforated peptic ulcer, 
pancreatitis, gallbladder disease, intestinal ob- 
struction, neuralgia or neuritis, herpes zoster, 
girdle pains of tabes dorsalis, subphrenic or 
hepatic abscess, caries of the spine, diseases of 
the bones of the chest, myositis, cutaneous and 
subcutaneous inflammation and herniation of 
properitoneal fat through the epigastric fascia. 
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Acute episodes in coronary artery disease can 
be rationally organized into a number of charac- 
teristic syndromes on the basis of anatomical 
and physiological considerations reviewed in the 
preceding sections. Arteriosclerosis is the cause 
of coronary disease in all but rare instances yet 
none of the clinically apparent manifestations 
of coronary arteriosclerosis, with the possible 
exception of pain, arise from the coronary lesions 
themselves. The common denominator of all such 
clinical manifestations is a critical deficit of 
blood supply in proportion to myocardial de- 
mand. Such a disproportion can come about 
either through a diminution in supply below 
the critical level or an increase in demand above 
the critical level. In a given instance, the clin- 
ical syndrome which the patient presents de- 
pends upon the size and location of the myo- 
cardial region inadequately supplied with blood, 
the severity of the deficiency, its rate of develop- 
ment and its duration. The term “coronary 
insufficiency” embraces all clinical manifesta- 
tions due to a disproportion between myocardial 
blood supply and demand. The first funda- 
mental subdivision is between acute and chronic 
coronary insufficiency. 

Acute coronary insufficiency results in two 
clearly defined syndromes, myocardial infarc- 
tion and angina pectoris, and a third less well 
defined and as yet inadequately named clinical 
picture which is more than angina pectoris but 
less than myocardial infarction. The clinical 
syndrome of myocardial infarction is well 
coupled to the underlying anatomical and 
physiological changes, the shadow zone of “less 
than infarct, more than angina” less well so, 
and angina pectoris least well of all, with the 
very site of genesis of the pain not yet clearly 
known to be in the artery or the myocardium. 

Myocardial Infarction—The symptoms and 
signs of this syndrome are well known: pain is 
usually present and may be excruciating. Typi- 
cally it is felt behind the precordium or sternum, 
is crusHing or constricting in character and 
radiates to the neck and arms, especially the 
left. Less commonly it is epigastric or abdom- 
inal. When pain is absent it is customary to 
call the episode a “silent” myocardial infarction, 
although obviously “painless” would be more 
correct. Some extend the implication of “silent” 
to include episodes of myocardial infarction 
with clinically insignificant manifestations. 


SOUTHERN MEDICAL JOURNAL 


April 1949 


Nausea and vomiting are common, reflex in 
origin. Ashen countenance, clammy skin, cyan- 
osis, cold perspiration, feeble pulse and low blood 
pressure signal acute circulatory insufficiency 
which may lead to collapse or syncope. The 
heart sounds are feeble, and a gallop rhythm is 
often present. Arrhythmias are common. Fibrin- 
ous deposition over the infarct may give rise to 
an audible friction rub and necrosis in the af- 
fected area causes fever in a day or so. Dyspnea 
is a prominent feature, probably due to pulmon- 
ary congestion which may cause a few basal 
rales, even frank pulmonary edema. Electro- 
cardiographic changes may be minimal at first 
but often develop in a characteristic pattern and 
other laboratory findings include leukocytosis 
and an elevated sedimentation rate as necrosis 
develops in the infarct. 

The course pursued after myocardial infarc- 
tion is highly variable. Autopsy studies have 
taught us that the whole episode of infarction 
and healing can be clinically insignificant. Few 
patients are ‘so fortunate, however, and life is 
threatened always. Happenings after myocardial 
infarction must be regarded as the unfolding 
of the natural history of the disease rather than 
as complications. Arrhythmias are common and 
always undesirable, but frequent ventricular 
extrasystoles are ominous as a herald of ven- 
tricular tachycardia which nearly always de- 
generates into fatal ventricular fibrillation if 
untreated. This arrhythmia threatens the 
patient from the moment of infarction until 
healing is well underway. Circulatory failure 
may cause death soon after the acute epi- 
sode, or chronic congestive heart failure may 
supravene during recovery. Ventricular rupture 
is a hazard during the softening of the necrotic 
area before scar has formed. Thereafter, ven- 
tricular aneurysm may result from thinning of 
the scar and rupture of this aneurysm is likely. 
Mural thrombi may form in the ventricles, over 
the endocardial aspect of the necrotic area and 
pulmonary embolism is frequently attributed to 
detachment of such thrombi although Woods 
and Barnes’® attribute massive pulmonary 
embolism to thrombosis in the iliac vessels and 
deny the importance of mural thrombi in this 
situation. Mural thrombi in the left heart may 
cause cerebral embolism, however. 

Intermediate Acute Coronary Insufficiency.— 
Master, Blumgart and others’? ®° are responsible 
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for calling attention to this syndrome but chose 
an inappropriate designation for it. In previous 
sections ample evidence has been presented to 
show that coronary artery occlusion per se does 
not give rise to clinical manifestations other 
than pain and perhaps not even this. The clin- 
ical manifestations of coronary disease other 
than pain certainly arise from the myocardium. 
The term “coronary occlusion” as designating a 
clinical syndrome should be dropped and used 
only as an anatomical diagnosis at autopsy since 
coronary occlusion may occur without producing 
any Clinically significant episode on the one 
hand, while on the other, massive myocardial 
infarction may occur without any demonstrable 
fresh coronary occlusion. The term “coronary 
thrombosis” is equally unfortunate and for essen- 
tially the same reasons. 


The symptoms of intermediate acute coronary 
insufficiency are not so grave as those of myo- 
cardial infarction: chest pain, changes in heart 
sounds, changes in blood pressure, occasional 
slight leukocytosis may be present but are not so 
marked as in myocardial infarction. In a severe 
episode, the heart muscle may contain many 
focal or even diffuse areas of myocardial damage 
ranging from mere edema to evidences of severe 
capillary injury but not of the degree of the 
changes of frank infarction. The difference is 
essentially quantitative both clinically and ana- 
tomically. 

No thrombus formation on the heart wall with 
subsequent emobilization is encountered, and a 
pericardial rub is not heard. The electrocardio- 
gram may disclose shifts of the RST segment 
and T wave inversions in one or more of the 
leads but these are transient. 


Angina Pectoris—This syndrome is well estab- 
lished clinically as an episode of acute coronary 
insufficiency despite uncertainty about some 
aspects of the underlying pathological physi- 
ology. 

The attack is characteristic in the large ma- 
jority of instances: pain, usually under the pre- 
cordium and usually constricting in character, 
radiating to the neck or the arms, especially the 
left, comes on after exertion, excitement, inges- 
tion of food, or exposure to cold. Relief by 
nitrates is so striking as to warrant their em- 
ployment as a diagnostic test. Less frequently 
angina pectoris may be experienced at rest and 
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this is more common in longer standing cases. 
There are no gastrointestinal manifestations, no 
fever, no leukocytosis, no increase in sedimenta- 
tion rate. When the pain has disappeared, the 
patient’s condition is good. The blood pressure 
does not fall; in fact, it may rise. An electro- 
cardiogram taken during an attack may show 
transient RST 2 depressions and T wave in- 
versions or it may be normal. If there are 


acute alterations in the myocardium they are ° 


minimal, reversible and detectable by the elec- 
trocardiogram only during their brief existence. 


Any discussion of coronary disease at the 
present time would be incomplete without men- 
tion of the anoxia and the exercise tests. A con- 
siderable literature has developed on this topic®! 
82 83 8485 but the final answer is not yet clear. 
Certainly these tests have dangers and should 
be employed only in carefully selected cases by 
physicians skilled in their technic and interpre- 
tation. In our opinion they should at present 
be viewed as experimental procedures not only 
because of their danger but because negative 
tests are not decisive, false positives occur, 
hyperventilation is a factor and effects due to 
hypocapnia may also be important. 

The prognosis of myocardial infarction has 
received attention recently. We reviewed the 
literature and reported a detailed analysis of 240 
cases before the American Medical Association 
this year.8° Forty per cent of these hospitalized 
patients died within thirty days of their attack. 
The thirty-day mortality was high when conges- 
tive heart failure had occurred before or when 
it followed the attack, when the attack was pain- 
less, when more than a day or two had elapsed 
before the patient came to the hospital, when the 
attack occurred in a patient already in the hos- 
pital for some other reason, when tachycardia 
or bradycardia occurred, when the temperature 
rose above 101° F. or fell to subnormal, when 
the heart was enlarged, when auricular fibrilla- 
tion occurred or when leukocytosis was high. 
None of the other one hundred and ten par- 
ticulars which we analyzed proved useful in 
predicting the thirty-day mortality. Follow-up 
data were obtained on one hundred per cent of 
those who survived the acute attack and the 
following factors were found to influence ad- 
versely the likelihood of returning to an active 
life: the occurrence of congestive heart failure 
either before, during or after the acute episode; 
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the occurrence of circulatory collapse at the 
time of the attack, the occurrence of auricular 
fibrillation, gallop rhythm or extrasystoles, the 
presence of murmurs, hospitalization for any 
purpose, a history of rheumatic fever or peptic 
ulcer or the presence of marked arteriosclerosis 
or diabetes mellitus. The survival rate of those 
patients who were able to return to some type 
of useful activity was significantly higher than 
among those completely or partially confined 
to bed. This was to be expected when bed rest 
was mandatory because of diminished cardiac 
reserve; however, the observation suggests that 
after a reasonable convalescence, severe restric- 
tion of physical activity beyond the require- 
ments imposed by limited cardiac reserve affords 
little or no protection to the patient who has 
survived the acute attack. It was encouraging 
to discover that among those who survived one 
year after their attack and who returned to 
some useful activity the survival rate was the 
same as that of the Tennessee population of the 
same age, race and sex. 

It is not within the province of this paper 
to discuss therapy except insofar as it sheds light 
on our understanding of the acute episode in 
coronary artery disease. The definite reduction 
in mortality brought about by anticoagulants has 
been amply discussed at this meeting and in the 
literature. We have been impressed by the 
reduction in mortality in our own experience in 
fifty-six cases when the thirty-day mortality 
fell from the previously recorded 40 per cent to 
16 per cent. One question in our minds con- 
cerns the mechanism of this improvement be- 
cause embolic manifestations have been insig- 
nificant in our control group as well as in the 
treated series. We are inclined to ascribe the 
benefit to local effects in the heart, perhaps in 
preventing spread or retrograde thrombosis. 

The importance of anoxia has been brought 
to the fore as an extremely untoward agent 
in coronary insufficiency and the ability of ade- 
quate oxygen therapy to alleviate pain as well 
as possibly to limit ischemic damage is recog- 
nized.’’ 88 Most interesting also are the obser- 
vations of Rinzler and Travell’? that the pain 
of myocardial infarction could be allayed by 
novocaine infiltration or ethyl chloride spray- 
ing of the local somatic areas of pain reference. 


The exaggerated promise of the efficacy of 
vitamin E as an agent in coronary arteriosclerosis 
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has not been supported by the facts” %! as they 
emerge. Testosterone has also proved ineffective 
in angina” although from the work of others® 
and unpublished data of our own it probably has 
a place in the management of limited cardiac 
reserve in men. Reports of adverse effects of 
testosterone in cardiac patients** have not been 
borne out in our own experience. There are 
promising reports of surgical intervention in 
coronary artery disease®5 °° but as yet these 
remain strictly experimental procedures. 


In the last analysis, our effective armentarium 
in the management of the acute episode in coro- 
nary artery disease is for angina pectoris, the 
nitrites; for more serious coronary insufficiency, 
morphine, oxygen, bed rest, the xanthines, digi- 
talis, quinidine and the anticoagulants. Probably 
also, we should revise our aversion to trans- 
fusion for shock-like states, because we know 
that persistent hypotension itself will lead to 
disaster. 
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DISCUSSION (Abstract) 


Dr. E. Sterling Nichol, Miami, Fla—I am sure we all 
enjoyed Dr. Meneely’s excellent summary of recent de- 
velopments regarding coronary diseases. Since he raised 
the question of anticoagulants, in therapy, I will take 
the liberty to review the rationale of their use. The 
original work of Winternitz, Patterson, Finkelstein and 
others tended to show that subintimal hemorrhage in 
the coronary arteries was the main factor in the pro- 
duction of coronary thrombosis. This suggested anti- 
coagulants might prove deleterious. In May of 1943 
English and Willius at the Mayo Clinic demonstrated in 
165 hearts studied very carefully that in almost all 
instances hemorrhage was a secondary factor in the 
production of coronary occlusion. Because of their 
studies it appeared safe to treat patients with coronary 
thrombosis with dicumarol so my clinical series was 
started. Patterson, who has been one of the chief pro- 
ponents of the idea that hemorrhage was the primary 
factor, stated recently that apparently there is a 
thromboplastic effect of extravasated blood in the wall 
of the vessel which induces thrombosis, so if this con- 
cept is true, all the more reason for using an anticoag- 
ulant to counteract the thromboplastic effect of the 
extravasated blood. In animal experimentation both 
Nalefsky and LeRoy, and Blumgart and his co-workers, 
independently, have shown that in dogs the use of anti- 
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coagulants before or aiter the production of coronary 
thrombosis did not induce any undue hemorrhage within 
the area of infarction. 


With relation to cholesterol metabolism I think from 
the practical point of view the clinician should remember 
that the type of determination of blood cholesterol is 
important, as the normals vary. It is interesting that 
Steiner and Turner have been unable to show that inges- 
tion of fats influences the serum cholesterol significantly 
in patients under observation. In spite of that, given an 
injury factor in the vessel or stress and strain and add 
the ingestion of fat over a period of years, probably 
some abnormal cholesterol deposition would take place 
in the vessels. Herrmann, Morrison and others have 
claimed the use of decholesterolizing agents such as 
choline, inositol, meonine and thyroid will decrease the 
blood cholesterol. 


Coronary disease in the Negro has held our interest 
because of our high hospital negro population and I 
have been struck, as others have been, with the seeming 
rarity both at autopsy and clinically of coronary throm- 
bosis. Yet Yater et alii in their recent survey of army 
material in which they analyzed 450 “coronary” deaths 
under the age of 40, and 400 clinical cases of coronary 
occlusion or myocardial infarction under the age of 40, 
showed that this condition occurred in Negroes only 
one-third as often as in the white race. 


Dr. Edgar Hull, New Orleans, La—I think I should 
mention, in relation to the therapy of acute myocardial 
infarction, that the experimental work of Dr. Prinz- 
metal and his associates in producing coronary artery 
occlusion in dogs might not be directly applicable to 
humans. After ligation of a large coronary artery in 
the dog, the blood pressure does not drop as it does 
in many cases of human myocardial infarction, and the 
cessation of contraction in the ischemic region, men- 
tioned by Dr. Meneely, is only temporary; contraction 
is resumed spontaneously after a short time if no therapy 
is given. On the other hand, if the dogs are bled fol- 
lowing the production of coronary occlusion, hypotension 
develops, and contraction is not restored in the ischemic 
muscle. This means that the hypotension is not due to 
coronary artery occlusion in the dog but to acute blood 
loss. It is, of course, quite obvious that transfusion 
should be beneficial to dogs suffering from the effects 
of acute blood loss, whether or not they have sustained 
coronary artery occlusion. 


I also want to point out in this connection that 
transfusing patients with acute myocardial infarction 
actually violates the general therapeutic principle that 
in acute conditions transfusions are indicated principally 
or only when there is diminution of effective blood 
volume, that is to say, a decrease in the amount of 
blood in the venous reservoir. In humans in the state 
of “cardiac shock” due to myocardial infarction, there is 
no evidence that effective blood volume is reduced; 
there is, in fact, evidence that blood accumulates in 
the venous reservoir. This is, however, not to say that 
general therapeutic principles should not be violated 
under certain circumstances. 
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For these reasons, I believe that the matter of whether 
transfusions are indicated or contraindicated in cases 
of acute myocardial infarction should remain sub judice 
for the present. 


Dr. Joseph Thomas Roberts, Little Rock, Ark. —I 
have long been very pleased to watch the work Dr. 
Meneely has been doing particularly on the role of 
capillaries in myocardial infarction. It is, I think, one 
of the most important phases of this problem to realize 
that the important mechanism which must be preserved 
if life is to be preserved in the heart muscle is for the 
individual muscle fibers to receive an adequate blood 
supply, which they can receive only from the capillaries. 


For quite a number of years we have been dwelling 
on this point, too, without doing the precise type of 
work that Dr. Meneely has done. We agree in sub- 
stance in stressing that the decrease in capillary blood 
supply of the myocardium in this state and other patho- 
logic cardiac states is important. The capillary blood 
supply decrease may be either actual as a result of 
several mechanisms including spasm of the capillary, 
infarction, rupture, embolism, angulation or thrombosis 
of the capillaries or of the smaller or larger coronary 
arteries supplying them or blockage or increased resist- 
ance in the coronary venous system draining these capil- 
laries; or the ischemia of the coronary capillary bed may 
be secondary, as a result of either an increased need 
for blood due to increased activity of the heart muscle 
or because of the decrease in the caliber of the capil- 
laries of the heart. 


Decrease in the capacity of the myocardial capillaries 
occurs, principally I think in hypertrophy, which we 
view always as a harmful mechanism indicating that 
myocardial reserve has been lost already and it will 
be lost even more unless the process is arrested. 


This may lead to another use for the anticoagulation 
therapy which is widely being tried. It may be advan- 
tageous in the treatment of coronary hypertrophy which 
we view always as not in any sense a beneficial compen- 
satory mechanism but a response to a failing heart. 


Dr. Meneely has extended the work we did earlier in 
collaboration with Dr. Warren in Cleveland. I am 
delighted to hear him emphasize the clinical concepts 
arising from his extension of our work. 


Dr. Meneely (closing).—I think Dr. Hull’s point is 
extremely well taken. I hope I did not give the impres- 
sion that we transfuse everybody with myocardial in- 
farction. I am sure that would lead to disaster again 
and again. I think Dr. Hull’s statement that emptiness 
of the venous reservoirs should be a signal for trans- 
fusion is correct and that when the venous pressure is 
high we gain nothing by a transfusion. In fact, we 
almost certainly lose by it. One should check the 
venous pressure before transfusing anyone who has a 
cardiac injury. Prinzmetal’s experiment demands that 
‘we open our minds to the question of transfusion in 
myocardial infarction and reevaluate the teaching that 
myocardial infarction is a sharp contraindication to 
transfusion. 
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THE CHANGING CONCEPT OF 
INDUSTRIAL MEDICINE* 


By Grape R. ROowntTREE, M.D.* 
Louisville, Kentucky 


The field of industrial health is a relatively 
new one. Twenty-five years ago, the traumatic 
surgeon played the leading role in industrial 
medicine. Following him the industrial engineer 
came to the fore with an accident prevention 
program. At about the same time the toxicolo- 
gist began his studies of toxic substances used 
in industry and great advances were made in the 
control of occupational diseases. Now the physi- 
cian trained in preventive medicine makes his 
appearance, working with physicians in the vari- 
ous specialties of medicine and the allied profes- 
sions of engineering, chemistry and nursing. The 
changing concept of industrial medicine from 
surgery to preventive medicine is due in part 
to the decline in occupational injuries and dis- 
eases and in part to the realization that most 
of the lost time and labor turnover is caused by 
non-occupational illness. 


Keeping the worker healthy and on the job 
depends not only on medical care but on the 
prevention of illness as well. Today, the scope 
of industrial medicine is being enlarged to in- 
clude not only emergency medical care, accident 
prevention, and occupational disease prevention 
but to embrace preventive measures such as 
periodic physical examinations, mass chest and 
serologic surveys, mental health counseling and 
health education. The goal of the industrial 
physician now is to help the employe achieve 
good mental, emotional and physical health. 


Preventive medicine and public health has for 
a long time been applied to the general popula- 
tion. Now these principles are permeating indus- 
try. I believe we can agree to the need for a 
program of preventive medicine in industry 
where a large proportion of the population 
spends much of its time. It is estimated that 
about 60 million people in the United States 
are employed. Since the industrial group is more 
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readily available the practice of preventive medi- 
cine can be more easily applied in industry than 
in the general population. 

Almost all phases of the industrial health pro- 
gram have a preventive aspect. Let us see what 
these are. 


Trained Personnel.—A good industrial health 
program begins with trained personnel. It is of 
vital importance that the medical personnel be 
equipped to understand and apply the technic 
and philosophy of a preventive program. When 
an employe comes to the medical department 
with a minor injury or illness a trained person 
may detect a problem which is of far greater 
significance to the patient than the immediate 
treatment of the minor ailment. An illustration 
of this can be seen in the patient who comes 
in complaining of a headache; the untrained first 
aid person gives her an aspirin and sends her 
on her way. On the other hand, the worker 
trained in preventive medicine inquires further 
into the patient’s history. It is found that she 
has been worried and upset for several months 
because of her husband’s unusual behavior. She 
fears he may lose his mind. On investigation, 
it is learned that the man is a veteran. Arrange- 
ments are made for him to go to the Veteran’s 
Hospital. The understanding of the employe’s 
problem and a knowledge of community facili- 
ties on the part of the medical personnel has 
helped this worker in a much more effective way 
than merely treating the minor illness for which 
she presented herself. 

Facilities, however, must be such as to con- 
vince the employe that the medical department 
is interested in his personal case. Unit treat- 
ment rooms should be provided instead of a 
large dispensary where several patients are 
treated at once. With privacy in the treatment 
room and an attitude of understanding on the 
part of the physician or nurse, a slight contact 
often leads to the discovery of an emotional, 
economic or social problem which may be greatly 
disturbing the employe. 


Preplacement and Periodic Examinations.— 
The preventive aspects of the preplacement and 
periodic examinations are easy to see, since they 
include history, physical examination and labora- 
tory tests. Any one of the steps in the examina- 
tion may lead to the early discovery of a defect 
which could become serious. When defects such 
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as hernia, impaired vision, anemia, defective 
teeth or tonsils, or diseases such as tuberculosis 
or syphilis are found, the patient is referred to 
his own physician for treatment. Preplacement 
examinations are designed to be used as a basis 
for placing the worker in a job compatible with 
his mental and physical capacities whenever 
possible. 


Periodic examinations with resulting correc- 
tive care have been shown in life insurance sta- 
tistics to prolong the useful life of an individual 
by about 25 per cent. There is an increase 
each year in the number of people in the older 
age group. More and more, they must remain 
employable. Unless they are able to earn, the 
burden of their care will be too great on society. 
It has been shown that older workers are more 
reliable and often produce as well as younger 
workers. 

By periodic examinations, we can find the 
chronic diseases early, institute immediate treat- 
ment and adjust the activity of the individual 
to his physical ability, thus increasing his useful 
life. Heart disease and cancer are the two lead- 
ing causes of death in this country. At the 
present time, the only possibility for control of 
these diseases is early discovery and early treat- 
ment. 


For the prevention of occupational diseases, 
it is necessary that frequent periodic examina- 
tions be made on employes subjected to toxic 
substances in their work. 

Eye Program.—Vision testing should be in- 
cluded in a good industrial health program. In 
the company with which I am associated, an 
ophthalmologist visits each week and examines 
the eyes of the employes. The eye program 
should include examinations for refractive and 
pathological changes. Correction of eye defects 
contributes materially to the reduction of acci- 
dents both inside and outside the plant. 

Occupational Diseases. — While occupational 
diseases are not as great a problem as they were, 
thought must still be given to their prevention. 
Substitutes have been devised for some of the 
most toxic materials, but new and untried sub- 
stances must be studied for their effect before 
they can be used by the worker. Dermatitis 
accounts for the majority of the occupational 
diseases. It has been shown that many of the 
industrial dermatoses can best be controlled by 
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the simple expedient of thorough washing and 
of changing to clean clothes. To teach the 
worker these simple controls is the task of the 
medical department. 

Safety Program.—Preventive medicine prac- 
ticed in industry has a marked effect upon the 
accident rate by keeping the employe physi- 
cally fit. The healthy, alert worker has fewer 
accidents. Most safety engineers will agree that 
the human element resulting in faulty behavior 
causes more accidents than do mechanical de- 
fects. Through the combined efforts of the 
medical, safety and personnel departments the 
accident rate can be lowered. 


Environmental Control.—Strict supervision of 
the industrial environment presents many oppor- 
tunities for preventive measures. Proper heat- 
ing, lighting, ventilation, clean and adequate 
lockers and wash rooms, and freedom from 
excessive noise are all essential for healthy 
working conditions. Inspection of food sources, 
whether they be the cafeteria in the plant or 
box lunches sent in, is a necessary part of the 
health program. Any matters affecting the 
worker’s health such as posture chairs, guarding 
against fatigue from repetitive operations and 
protection against accidents should be consid- 
ered. Attempts have been made at preventing 
upper respiratory infections by controlling the 
environment, such as spacing of workers, sup- 
pression of dust, and the use of glycols for dis- 
infection of air. Results from the latter measure, 
however, have been somewhat disappointing. 

It is the general consensus of opinion that the 
use of vaccines is of little or no value in the 
prevention of colds. Vaccines against influenza 
have shown promise, but the difficulty is that 
the type of causative organism changes in vari- 
ous epidemics and the vaccine for one type has 
no value against another type. 


Mass Surveys.—Mass surveys for the control 
of venereal diseases and tuberculosis have been 
successfully promoted in industry. It is especially 
important that such surveys be conducted for 
tuberculosis because it is in the age group of the 
employed that most tuberculosis is found. Re- 
cent reports indicate that diabetes can be dis- 
covered by means of mass surveys. The pre- 
ventive implications in the early discovery of 
these three diseases are evident. 


Mental Health.— Psychosomatic medicine 
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should assume an important place in the indus- 
trial health program. We must always be alert 
for the emotionally disturbed individual when 
we find lack of efficiency, inability to get along 
with fellow workers, chronic fatigue, frequent 
absences, and accident proneness. Emotional 
problems are often at the root of illnesses and 
disturbances in employes. 

In the old interpretation of psychiatry, the 
individual was mentally ill before he saw a psy- 
chiatrist. The new approach to psychiatry is 
preventive. In some cases simply listening to the 
employe’s story and allowing him to talk to an 
understanding, sympathetic member of the medi- 
cal staff is enough to relieve some of his 
anxieties. In other cases, psychiatric guidance 
may be needed. 

The goal of mental health is to prevent mental 
and emotional maladjustments. It has been 
shown over and over that when workers are 
adjusted to their environment efficiency is in- 
creased, absenteeism is reduced, and the acci- 
dent rate is lowered. 


Supervisors should be made aware of the im- 
portance of the personal health problems of the 
people under their direction and not regard such 
problems as being apart from the working day. 
The employe who has a psychogenic pain in his 
head because he is worried about home prob- 
lems interferes with production through low- 
ered efficiency just as much as the man who 
has pain from a beginning brain tumor. 


Health EducationWhen the employe comes 
to the medical department for any cause, the 
individual contact offers a good opportunity for 
health education. At this time a few points on 
the value of proper diet, the importance of eat- 
ing a good breakfast and the benefits of adequate 
rest can be given in a few minutes. A few of the 
usual methods, such as pamphlets in the wait- 
ing room, posters (which should be changed fre- 
quently), and health articles in the monthly 
bulletin are still most effective in giving the 
worker an understanding of good health. 

First aid training classes are an important 
factor in the prevention of injuries and occu- 
pational diseases, since the employes who take 
the course become health-hazard conscious. 
These workers in their contacts with others 
disseminate the information throughout the 
plant. 
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Teaching Industrial Medicine.—In an effort 
to acquaint the medical profession with the 
newer concepts of industrial health, an ever- 
increasing number of medical schools are giv- 
ing training in industrial medicine to under- 
graduate and graduate students. A few state 
departments of health and state medical societies 
are offering industrial health institutes for pri- 
vate and industrial physicians. 


Recognition as a Specialty. — The American 
Association of Industrial Physicians and Sur- 
geons and the Council on Industrial Health of 
the A.M.A. are sponsoring a movement towards 
having industrial medicine recognized as a spe- 
cialty. Plans are being made for the establish- 
ment of residencies and fellowships as well as 
in-plant training facilities as a further step 
toward certification of industrial physicians. 


Value to Industry.—It has been shown that 
preventive medicine in industry increases the 
efficiency of the worker. Machinery to increase 
production has been developed to an unbe- 
lievable degree. Labor-saving devices and short 
cuts in production have been eagerly sought by 
industry, but insufficient thought has been 
given to improving the efficiency of the human 
factor. It is only recently through the advent 
of preventive industrial medicine that the physi- 
cal and mental well-being of the worker is recog- 
nized as an aid to increased production just as 
much as any other labor-saving device. 


The aim of industrial medicine today is the 
provision of information to that large segment 
of the population which is gainfully employed, 
so that they may know how best to live useful, 
happy lives free from preventable causes of ill- 
ness and death. 


DISCUSSION (Abstract) 


Dr. J. M. McDonald, Jacksonville, Fla—Dr. Rown- 
tree has given us an excellent industrial health pro- 
gram which he suggests is perhaps not only ideal but 
a little idealistic. For the large plant, I do not think 
it is. That is being done in many large plants at the 
moment, especially in the North. I have not seen it 
quite so much here in my experience in the South. For 
the small plant, of course, it is difficult to carry out the 
detailed program that the doctor has described. How- 
ever, you can get a little help in the smaller plants some- 
times from the state boards of health. For example, 
almost any state board of health will be very glad 
to come into a plant to do a mass survey for tuber- 
culosis. 
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We are doing it here in Florida a great deal, and 
it has turned out to be very well worthwhile. As to 
industrial hygiene problems, such as dust, vapors and 
gas, most state boards of health nowadays have a small 
division or bureau of industrial hygiene staffed with 
men who have been trained to go into industrial plants 
to assist in the discovery of hazards and in the pre- 
ventive measures. Our industrial hygiene divisions, un- 
fortunately, are usually rather small and it takes us a 
great deal of time to get around to the various plants. 
But I think I can say for all of them that they are only 
too willing to help out, and I would like to say for 
them, as well, that we are very grateful for the response 
that we have had from the industry and from industrial 
physicians when we have gone into these plants. 

Dr. E. W. Brown, Chicago, Ill—One more thing which 
might be mentioned apropos of this subject is the recent 
formation of an American Academy of Occupational 
Medicine. That was organized in the latter part of 
1946, so that industrial medicine now has a national 
academy which will function on the same general level 
as the academies in the clinical specialties. 


COORDINATING LAY GROUPS* 


By FELIX J. UNDERWoop, M.D. 
Jackson, Mississippi 


INTRODUCTION 


Members of the Section on Public Health of 
the Southern Medical Association, to you, my 
professional associates, I will direct this review of 
happenings and programs in the coordination of 
lay and professional groups in Mississippi where 
I have been state health officer for 24 years. 
We might talk at length on ideals and objectives. 
We have seen dreams and ideals develop into 
active programs through cooperative efforts of 
all groups of citizens, and this cooperation is 
based on understandings and appreciations of 
contributions each group can make to the pro- 
motion of health and the general welfare of a 
community and state. It would seem to be of 
practical value to cite a few examples of what 
has been done and evaluate these rather than to 
dwell on generalities. I am using my own state 
since that is the one upon which I have first- 
hand information. Other states in the southern 
region and in all the regions have developed 
cooperative programs of high excellence. I am 
using action taken in Mississippi only as illus- 
trations or case reports to develop the topic. 


*Read in Section on Public Health, Southern Medical Associa- 
tion, Forty-Second Annual Meeting, Miami, Florida, October 25-28, 
1948. 
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Support and promotion in a cause or pro- 
gram come as a result of understanding and ap- 
preciation of benefits to be enjoyed. This has 
been true in the development of the public health 
organization and the promotion of individual 
and community health. 


Medical Profession.—Physicians help to make 

up the population and because of their train- 
ing and understanding of the nature of pre- 
venting and controlling disease, in the interest 
of better health, they were the first group in 
Mississippi to manifest an active interest in the 
organization of a public health program. The 
State Board of Health is the legal lawful child 
of the Mississippi State Medical Association. 
In 1874 we find that the president of this as- 
sociation after discussing the movement for 
public health at the national level had this to 
say for Mississippi: 
“.. .. let us use every means in our power to procure 
the establishment of State and Municipal Boards of 
Health and the enactment of suitable registration laws. 
The responsibility rests on us for the absence of all 
such regulation in our state.” 


Then in the Transactions of the State Medical 
Association in 1875 the vision of the medical 
fathers and sponsors of public health is re- 
corded in these words from the president’s mes- 
sage: 


“To meet the requirements of the advanced state of 
medical science, we have now both National and state 
boards of health. The wide field of usefulness which 
these organizations are intended to embrace may not 
yet be measured. They will take into consideration 
every question involving the public health, including 
all epidemic and infectious diseases; hospital architecture, 
location, and ventilation; public schools and tenement 
houses; drainage, sewerage, and water supplies; dis- 
eased meats, decaying vegetables and fruits as factors 
of disease; the sanitary aspects of the social evil, etc. 
In brief, they will endeavor to search out every hidden 
source of disease, and every means that can be of 
service in preventing pestilence, or mitigating its se- 
verily... 

“Tt will require generations to accomplish all that 
is needed, but great progress has already been made 
in some of our large cities and the death rate therein 
considerably lessened. I apprehend that when our law- 
makers understand that every hour of sickness is so 
much pecuniary loss to the nation they will more readily 
enact laws for sanitary reform. 

“This, then, is a subject worthy of our earnest con- 
sideration, and I recommend that you take the neces- 
sary steps to organize a state board of health, which 


UNDERWOOD: COORDINATING LAY GROUPS 337 


should, in turn, recommend the organization of auxiliary 
boards in every town in the state .. .” 


The efforts of this far-sighted group were 
realized in 1877 in legal provision for the cre- 
ation of a state board of health. 

The governing body of the board of health 
consists of eight physicians and a dentist who 
are nominated to the governor from their re- 
spective professions for staggered terms of six 
years each. The executive officer is a physician 
who is elected by this board. The board of 
health is unhampered by the might-be pitfalls of 
political appointments. 

Physicians not only organized the state board 
of health and govern it but continue to influence 
the thinking and actions of their communities 
on matters of health. Nobody is better known 
or comes closer to the people in a community 
than the family doctor who reaches practically 
every home in helping people into life at birth, 
through sickness in life, and out of life at death. 

Cooperation between private medicine and 
public health is essential in any state and at all 
levels, community and state, in the promotion 
of health. The first health officers were private 
physicians who gave part of their time from 
private practice to public health services. The 


* health officers’ duties are now recognized and 


justified as full time public health service po- 
sitions with few exceptions. Health officers, pri- 
vate physicians, and dentists recognize the con- 
tributions that each makes to the other. Pro- 
fessional relationships are furthered through the 
active parts taken by health officers in state 
and county medical societies. Health officers in 
many instances are honorary staff members of 
hospitals owned by private physicians. Repre- 
sentatives from private physicians and dentists 
in community and state public health work are 
invited to participate in planning programs and 
making policies for which both private medicine 
and public health are responsible. 


The working relationship between the medical 
profession and public health in Mississippi is 
further evidenced by the action of the Woman’s 
Auxiliary to the Medical Society. In September 
of this year members of the board of the Aux- 
iliary selected for their program of study in 
health education, “The Services of the State and 
County Health Departments.” The health edu- 
cation office of the state health department has 
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been invited to assist in planning this study 
and in securing materials and resources for study. 
Needs will be cited from public health statistics. 
A joint program of action will be planned for 
attacking health problems revealed. Interpreta- 
tions will be made to other interested lay groups 
and cooperative efforts of these groups will be 
enlisted to improve personal and community 
health. 

Provisions for Hospitals, Medical Education, 
and Personnel in Allied Fields——In addition to 
the control of preventable diseases and illness 
through public health services and public health 
education there has been a recognized need for 
the expansion of hospital facilities, and the pro- 
vision for more doctors, nurses, and other allied 
fields of health services. 

Advancement has been made in meeting these 
needs. Public health personnel, laymen and pro- 
fessional groups, have joined forces in securing 
legislation for financial support of these pro- 
grams. In hospital construction, plans have 
been completed for approximately 2,000 hospital 
beds and 18 health centers. Under the medical 
education program 144 scholarships have been 
awarded medical students. The nursing program 
provides for a department of nursing at the Uni- 


versity of Mississippi and scholarships to train , 


nursing instructors. These programs required 
legislative appropriations. They have been made 
possible just as financial support for public 
health has been made possible by active state 
support to meet federal funds and by special 
earmarked appropriations. Community organi- 
zations, clubs, professional, civic and _ social 
groups and other interested agencies have been 
instrumental in securing the needed legislation. 


Financial Support for Public Health—In or- 
der to gain support for local and state appropri- 
ations it has been necessary to do a great deal 
of interpretation to boards of supervisors, may- 
ors, and legislators. In most instances with un- 
derstanding has come the desired and requested 
financial support. This understanding has come 
about largely through tangible reports on reduc- 
tion of illness and deaths from preventable dis- 
ease. Personal contacts at meetings of official 
boards and groups, the newspaper, distribution 
of prepared reports and group studies have all 
been means of reporting and explaining. Ap- 
preciation from mothers, fathers, children and 
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interested citizens who have benefited by serv- 
ices rendered have been the most effective means 
of securing support for public health service. 
Out of 82 counties in the state we now have 66 
full time county health departments. Per- 
sonnel shortage is our most acute problem. Co- 
operation of the people in interesting youth in 
opportunities in public health and allied fields 
is being solicited. Schools and community groups 
have been approached to assist through voca- 
tional guidance. 


State Agency Cooperation.—Recognition has 
been given the fact that local cooperation among 
agencies within a community is dependent to a 
large degree upon the cooperative working re- 
lationships of their respective state agencies. The 
public schools are influential agencies in every 
community, and are the official educational 
agencies. Education is a major part of the 
public health program. The state departments 
of health and public education have joined 
forces at the state level in the formation of 
a service known as the Coordinated School 
Health-Nutrition Services. Improved medical, 
nursing, sanitation, nutrition, and education 
services to schools have resulted. Consultant 
service is rendered by state personnel through 
county health departments to county and city 
schools. Local health educators are employed 
and financed jointly by public health and 
public education. Legislative appropriations for 
medical corrections administered through the 
school health service to local counties on a 
matching basis has made possible the correction 
of physical defects of medically indigent school 
children. The medical and dental correction 
program of school children requires close work- 
ing relationships between the private practition- 
ers and public health. Health department per- 
sonnel inspect the school children and recom- 
mend medical and dental attention by private 
physicians and dentists for those children who 
are found to have need of the service. The co- 
operation of state and county welfare depart- 
ments is enlisted for investigation of those in 
need of financial assistance. In the child guid- 
ance clinics all agencies in a community re- 
sponsible for child health and guidance meet 
together from time to time to discuss a case 
and the contributions which each can make. It 
may be a parent, teacher, nurse, health officer, 
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physician, and members of the child guidance 
team who sit down together to discuss the in- 
terest and welfare of a child but in many cases 
before a solution is reached cooperation of the 
entire community may be solicited and in most 
instances there is eager cooperation. 

Extension service out of State College, the 
agricultural land-grant college of the state, has 
long been appreciated for its contribution to the 
rural people of the state in educational programs 
with organized farm women’s, men’s, and boys’ 
and girls’ groups. Much has been done to im- 
prove the land, poultry, livestock and other farm 
interests. For a number of years this agency 
has given progressive emphasis to cooperation 
with county health departments in promoting 
better health for farm families. Programs on 
insect control, various phases of home sani- 
tation, dairying, animal husbandry, safe food 
production and service, and child care have 
been planned with health department personnel 
and extension workers at state and county levels. 


This year, October 1, the state board of health 
entered into a cooperative program with the 
state extension service in the joint employment 
of a public health educator. This individual 
will be under the supervision of the state board 
of health for program content and project plan- 
ning and under the supervision of extension 
service in the channeling of health information 
and training of extension service personnel. All 
health and medical service needs will receive 
educational emphasis after having first been 
cleared with the agency and profession respon- 
sible for the service. 


There is a close working relationship between 
public health and each voluntary health agency 
from the state down through the county. The 
Mississippi Division of the American Cancer So- 
ciety and the state board of health have formed 
a cooperative working relationship in a joint 
program operated in the cancer unit of the di- 
vision of preventable disease control of the Mis- 
sissippi state board of health. Lay groups, the 
medical profession and public health agencies 
throughout the state have joined forces for the 
establishment of cancer clinics, hospital and 
medical facilities, and a cancer education pro- 
gram. 


The state and county tuberculosis associations 
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have worked with public health in buying x-ray 
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machines, x-ray films, educational materials and 
in leadership training through scholarship 
awards. 

Through the cooperative efforts of the Na- 
tional Foundation for Infantile Paralysis the 
Mississippi State Board of Health and the medi- 
cal profession, facilities have been made possible 
for caring for all of Mississippi’s victims in two 
private hospitals. 

Cooperative educational programs are jointly 
carried on by voluntary and public health agen- 
cies. Educational films in these fields are bought 
by each agency and deposited in the film library 
of the state board of health. These films are 
circulated throughout the state to civic, pro- 
fessional, social, and school groups. 

Radio time is arranged for personnel of volun- 
tary health agencies on the regular schedules 
of the state and county health departments. 

Volunteer Laymen.—The value of citizen par- 
ticipation through existing civic and social 
groups has been preferred to superimposing new 
and strange procedures. In most instances citi- 
zens have preferred working through organiza- 
tions thoroughly familiar to the average citizen. 
Chambers of Commerce, Kiwanis Clubs, Missis- 
sippi Congress of Parents and Teachers, junior 
leagues, business and professional women’s clubs, 
and others have selected health projects to fi- 
nance. Each has included educational pro- 
grams on health in the year’s calendar. From 
this beginning recognition has been given con- 
tributions to be made from these groups and 
the advantages and results of working together 
for improved health have been fully appreciated. 

One of the best examples of lay cooperation 
is that of the parent-teacher organization in 
sponsoring preschool examinations, health de- 
partment financing, and study courses on health 
of the school child. The parent-teacher associ- 
ation in Mississippi was active in soliciting na- 
tional legislation for financial aid to states in 
the development of local health services. Health 
department personnel are on the state parent- 
teacher association’s board and have been regu- 
larly and consistently invited to participate in 
state and local educational programs. 


Junior auxilaries have sponsored well-baby 
and other health department clinics in a num- 
ber of county health departments. In a county 
health department in Mississippi, Warren Coun- 
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ty, practically every clinic is sponsored by 
volunteer groups. The well-baby clinic is spon- 
sored by the Junior Auxiliary, the chest and 
pneumothorax clinics by the Kiwanis Club, and 
private physicians in this club assist with the 
clinics. Pediatricians assist with school exami- 
nations and well-baby clinics. Jackson, which 
has the largest urban population of the state, has 
an active council of social agencies in which 
there is a health committee. Members of the 
county health department and the state health 
department serve as consultants to laymen who 
are studying health needs and problems of the 
community which merit citizen action and co- 
operative participation. 

In most of the rural counties, and Mississippi 
is largely rural, the coordinating council of 
farm groups has been active in organized com- 
munity participation in health improvement 
through committees on health. 


There are very few groups throughout the 
state which do not have a health committee or 
chairman. Much has been accomplished and 
progress has been made through utilizing the 
resources and interest of these groups. The next 
move looks as if it will be in the direction of 
community health councils in which all efforts 
can be pooled in an advisory service to health 
officials. Of course, private medicine and den- 
tistry should be represented. 


The most recent example of coordinated effort 
in the interest of health is that of planters and 
business men in the Mississippi Delta. The 
Delta Council which is composed of representa- 
tives of 18 Mississippi counties in this region 
has for its purpose the development and con- 
servation of natural and human resources of the 
area. In addition to interest in marketing, soil 
enrichment, mechanization, and other vital eco- 
nomic factors, health is a recognized need. The 
chairman of the health committee is a business 
man, by profession a planter. In September of 
this year he called a meeting of his committee 
on which are represented all health officers, in- 
terested doctors, public health trained educators, 
bankers, planters, and others. This committee 
voted to form health councils of four or five 
interested citizens in each county who will serve 
in an advisory capacity with health officials in 
each county to support and promote health move- 
ments based on local needs. This area has a 
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large negro population. Venereal disease, tuber- 
culosis, maternal and infant deaths, and the 
need for more doctors, hospitals, and nurses 
are recognized problems. This is one of the 
greatest demonstrations of organization and co- 
ordination of citizens’ interest and appreciation 
for the health of the public that has been initi- 
ated by private citizens in the state since the 
public health movement by private physicians 
in 1874. 

Basis for Cooperation—I do not know that 
there is any one answer to the reason for the 
excellent working relationships of all groups in 
Mississippi with public health. We can enu- 
merate policies and activities which we believe 
have been effective. 

(1) It has been the policy of the state health 
officer, his state and county staffs to work with 
all groups and programs which contribute to 
the health and welfare of the people; to recog- 
nize the services all groups may render, and to 
provide for this contribution through cooperative 
planning. 

(2) A second policy has been to make known 
to all groups the services available from public 
health; the problem at hand or the need for the 
service; the report of accomplishments in reduc- 
tion of disease and the general health status 
of counties and the state. 


(3) All available federal financial aid possible 
has been secured for the state. The state health 
officer has tried to represent the state na- 
tionally at meetings and conferences which 
would bring returns to the state in recognition 
and financial assistance and to keep informed 
as to the needs of the state through his staff, 
the medical and dental professions, and indi- 
vidual and group conferences with private citi- 
zens. 


The effectiveness of any public health pro- 
gram depends upon the active participation, un- 
derstanding, and support of all citizens within 
the area served. The educational and service 
jobs are endless as people and health are 
subject to constant environmental and social 
changes, but as problems arise they should be 
recognized by all and the democratic procedure 
of attack has proven effective in improved health 
as well as in government. There is always room 
for improvement in the machinery of coordi- 
nating. 
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COMMON SOURCES OF CONFUSION IN 
PSYCHIATRIC MATTERS* 


By Hervey CLecktey, M.D. 
Augusta, Georgia 


In psychiatry as in all branches of medicine 
our knowledge is limited. Where the facts of 
experience end we have only surmise and specu- 
lation to guide us and in such areas obscurity, 
abstruse opinions, ambiguousness and a certain 
amount of confusion are to be expected. It is 
not with confusion of this sort that I am now 
concerned but with another confusion that I 
believe we gratuitously and unnecessarily make 
for ourselves. 

In psychiatry we find a good deal of con- 
fusion about matters that are relatively common- 
place and we keep running into misunderstand- 
ings, where, it seems to me, there is not any real 
need for misunderstanding. This is particularly 
true in our relations with our patients and their 
families. It is unfortunate because more than 
any other sort of practitioner we need reliable 
communication in our work. The surgeon who 
takes out an appendix can do a good job no 
matter what ideas his patient may have about 
the nature of the illness or what the surgeon is 
trying to do. The physician who attempts to 
bring relief to someone with a serious emotional 
problem, on the other hand, must have a more 
active and understanding cooperation from the 
patient. The sort of confusion I refer to is not 
confined to the laity. It seriously impedes the 
genuine acceptance of psychiatry by physicians 
working primarily in other branches of medi- 
cine and it prevents these physicians from par- 
ticipating in psychiatry, which we all know they 
need to do every day. A confusion about rela- 
tively simple things, and an unnecessary con- 
fusion, arises even between psychiatrists and 
has, I believe, delayed our progress in serious 
and practical matters. 

The sort of thing I want to talk about is 
demonstrated in my office many times every 
day and, I daresay, in the offices of everyone 
practicing psychiatry. 


*Chairman’s Address, Section on Neurology and Psychiatry, 
Southern Medical Association, Forty-Second Annual Meeting, 
Miami, Florida, October 25-28, 1948. 


*From the Department of Neuropsychiatry, University of 
Georgia School of Medicine. 
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The patient says, “The trouble is in my nerves.” 
“Yes,” her mother adds, “her nerves are all torn up. 
Our doctor at home has been telling her for months 
her nerves were bad. He gave her a nerve tonic but 
it didn’t straighten ‘em out. He told us you could do 
something about this girl’s nerves.” “My nerves just 
quiver,” the patient continues, now warming up. “I 
can put my hand here sometimes and feel ‘em jerking 
and jumping. The nerves here in my neck draw so 
hard I think my head’s going to bust plumb open.” 

As the discussion continues there is talk about nerves 
“knotting up” and being “all frayed out.” Some “active 
medicine” was tried but this did nothing to disentangle 
or strengthen or subdue these peculiar anatomical struc- 
tures. If one really listens to the patient and her family 
one has to see that these “nerves” that dominate the 
discussion are being talked about as if they were piano 
wires tangled and worn and otherwise locally damaged 
or as if they were fishing lines snarled in a literal back- 
lash on a casting reel. The physician is expected to go 
to work on these structures, to unravel their tangles, 
to smooth out their frayed fibers and to damp their 
disconcerting vibrations. 


The medically literate person may object and 
point out that only the ignorant have such 
faulty concepts of psychiatric illness. I am not 
sure. I believe a majority of all the patients 
who consult physicians about such troubles have 
a considerable misunderstanding along these 
lines. If questioned precisely they would often 
deny many of the more fantastic implications 
of what they say but nevertheless a strong sub- 
liminal influence from such concepts persists. 
And I believe forces more active than mere 
ignorance play a part in promoting these out- 
landish notions. All physicians know better and 
yet we continue to talk and write about these 
things in such a way as to encourage delusional 
misconceptions. We refer to “nervous and men- 
tal diseases;” medical treatises so entitle sec- 
tions on psychiatric disorder. Many textbooks 
of neurology used today in our medical schools 
include the neuroses or psychoneuroses in their 
subject matter. I do not say that in medical 
literature of today direct statements are made 
that the so-called psychoneuroses are illnesses 
of the peripheral nerves or the result of any 
sort of organic neuropathology. There is never- 
theless an implication of absolute contrast be- 
tween “mental” disorders on the one hand and 
these other troubles which were for so long re- 
garded as more neurologic than psychiatric. No 
one so regards them today but our way of han- 
dling them in our medical texts and in our 
terminology tacitly supports a tradition we rec- 
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ognize as erroneous.! Falsehood when openly 
expressed can better be repudiated than when it 
is regularly implied but not openly admitted. 

There are definite reasons, I think, why an 
unrecognized confusion persists beneath the sur- 
face of current psychiatric concept. For a longer 
time than other human ailments, personality dis- 
orders were ascribed to demon-possession, witch- 
craft and to other assumptions of magic and 
superstition. Even recently, strenuous efforts 
prevailed to apply scientific facts in a pseudo- 
scientific manner. Fanciful toxemias and as- 
sumed brain pathologies were, as we all remem- 
ber, insisted upon as necessary to account for 
what was earlier attributed to incubi and suc- 
cubi. We have in psychiatry a heavier load from 
the past both of ordinary superstition and of 
false science than in other medical fields. It is 
not for us to condemn those brilliant and earnest 
men who removed teeth, prostates and intestines 
in treatment of schizophrenia or who, merely by 
running a finger over the brain at autopsy, could 
“find” the damaged spot that gave rise to de- 
lusions or hallucinations.? Nor do I believe we 
need complain of clergymen and physicians in 
the seventeenth century who conscientiously ex- 
orcised demons. Our task is to free our current 
terminology, our current concepts and our inner 
attitudes from farcical misconceptions that we 
do not admit, that we actively deny, but that we 
allow to thrive in our technical language and 
our official formulations. 

That which we call a rose by any other name 
would smell as sweet. Yet if we call rattlesnakes 
roses something more than academic misunder- 
standing is likely to arise. A great part of our 
psychiatric language is, if we consider what it 
means, a little worse than foolish. When we use 
such words as hysteria, neurasthenia and psy- 
chasthenia we recognize them as indicating things 
very different from their actual meaning but, 
despite our agreement among ourselves, un- 
fortunate inferences are still conveyed. It has 
been a long time since medical men believed 
that hysteria is caused by a sprightly mis- 
behavior of the uterus but even today we see, 
not occasionally but routinely, the unfortunate 
results of pelvic operations that would not have 
been performed except for some hidden and 
vague but nevertheless powerful influence akin 
to superstition. We know that patients classi- 
fied as psychasthenic, instead of being weak- 
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minded, are as a rule peculiarly rigid, uncompro- 
mising people and that neurasthenia does not 
really mean a weakness in anatomical nerves or 
a “nervous exhaustion.” Yet we still find a 
regime of bed-rest and withdrawal from life 
prescribed for patients called neurasthenic when 
usually this is the least of their needs and often 
the very measure that is likely to promote the 
illness. 


Aside from the delusional connotations! in our 
language which persist despite our denial of 
such content, we find our categories so formu- 
lated that our patients often do not fit into 
them. Most of the depressions I see are not 
manic-depressive psychosis, nor are they re- 
active depressions as defined in our books.’ 
Day after day we see schizoid reactions and so- 
matization reactions that simply do not belong 
among the over-defined categories that have been 
drawn up for psychiatric patients. Sometimes 
we feel that honesty demands we either ignore 
the facts about the patient and play with verbal 
definitions or admit something less than respect 
for the definitions. 


We find many patients with disorders classi- 
fied among the “psychoses” who are not psy- 
chotic, or at least not psychotic in the sense 
of being incompetent, irresponsible and unable 
to carry on their ordinary activities. Do “the 
psychoses” mean certain types of disorder or 
does “psychotic” mean a degree of disability? 
I believe we could profitably give attention to 
this question and clarify our concepts. The 
literature is full of references to “neurosis” and 
to “psychoneurosis.” Sometimes the two terms 
appear to be identical, then again we find a 
contrast attempted. Even in some current text- 
books by psychoanalysts we find “actual neu- 
roses” differentiated from “psychoneuroses.” To- 
day it is not a little shocking to find the “actual 
neuroses,” which Freud first thought were 
caused by a toxin that arose from sexual frus- 
tration, still maintained as a sort of dogma to 
add confusion where there is already a surfeit. 
It is a poor tribute to the greatest of all psychi- 
atrists to perpetuate in veneration the bits of 
absurdity that remained, like dark spots from 
the past, as he destroyed that very absurdity in 
one of the major advances of mankind. 


Unless some real evidence can be brought out 
for a distinction between “neurosis” and “psy- 
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choneurosis” let us honor Freud in some other 
way than by confusing the issue he, above all 
men, did most to clarify. So, too, let us think 
more carefully about “anxiety hysteria” before 
we try to define it as something different from 
the varied and manifold anxiety reactions we 
encounter. 


The sort of confusion I refer to is not a matter 
of petty niceties, or prissy concern about the 
esthetically perfect word or the fastidiously 
proper definition. The damage that arises from 
our inappropriate language and our bad defini- 
tions is not a mere damage to the tender sensi- 
bilities of those concerned with academic pro- 
priety. I think we are perpetuating superstition 
and obstructing medical and social efforts to 
relieve suffering and to avert tragedy. 


Let us, very briefly, consider another formu- 
lation as it stands today scientifically approved. 
Under our official term “psychopathic person- 
ality” we find grouped all the deviations of 
sexuality, all the reactions in milder degree which 
if more severe would come under the familiar 
psychoses and, for all practical purposes lost 
in this incompatible assortment, we also find 
that very real and vivid clinical figure known 
among psychiatrists as the psychopath.* If we 
speak correctly (according to the books) we 
have to say a good deal that we know is foolish 
when we give expert opinion in court or else- 
where about the psychopath and his serious dis- 
order. One is, as a matter of fact, faced with 
the choice of talking about a patient (an actu- 
ality) or avoiding this issue to discuss a verbal 
artefact. To discuss such patients in terms of 
“psychopathic personality,” as this is agreed 
upon and defined by the highest authority today, 
is to find oneself in an awkward position. It is 
approximately the situation that would confront 
a general practitioner restricted to one medical 
term and called upon to discuss and to deal 
with lobar pneumonia, a broken leg, scabies, 
hemorrhoids and an ectopic pregnancy. 


During the last year I had the opportunity of 
discussing the psychopath with some of the 
ablest and best informed men in our country. 
All agreed that this type of patient has a very 
serious disability, a major disorder. Few, how- 
ever, were willing to call it a “mental disorder.” 
Just what sort of disorder is it then that we 
find in the psychopath? Is it a personality dis- 
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order? Yes. I believe everyone will agree on 
that. But conversion reactions and schizophrenic 
reactions are also personality disorders. We 
refuse to join the layman who asks, “Doctor, is 
the trouble in her mind or in her nerves?” Are 
we going to make still more verbal poltergeists 
and say the sickness is not in his “mind” or in 
his “nerves” but in his “personality”? Various 
definitions of personality have been attempted, 
including the one attributed to Hollywood and 
related to the effect of tight sweaters on the 
generously developed feminine bust. Despite 
all such definitions and despite the fact that 
this broader term enables us to escape some of 
the foolish implications we cannot avoid when 
“mind” or “nerves” is used, would it not be 
well for us to stop and consider just what we are 
talking about if, when we fall back on “per- 
sonality,” we use it in such a way as to exclude 
by implication our other celebrated abstraction, 
“mind”? 
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INDUSTRIAL SPOROTRICHOSIS* 


By Harry M. Rosinson, M.D. 
Baltimore, Maryland 


Sporotrichosis is not a common disease, and 
to the best of our knowledge, it has not been seen 
in the vicinity of Baltimore for the past twenty- 
five years. It seemed, therefore, unusual that 
three cases should have come to the office of 
the author within a six months’ period, all giv- 
ing a history of being exposed to possible indus- 
trial sources of infection. 

Sporotrichosis was first reported by Schenck! 
in 1898. The patient was an ironworker and 
contracted the disease by a scratch on a nail 
while reaching his hand into a red lead keg, 


*Received for publication August 2, 1948. 


*From the Department of Dermatology, University of Mary- 
land Medical School. 


F 

‘ 

ag 

i 

W 


344 


the result of an industrial accident. This case 
was carefully investigated by Schenck, and was 
diagnosed by the demonstration of the etio- 
logic organisms by culture. In the succeeding 
years, very little has been added to the descrip- 
tion of the disease and its etiologic fungus as 
originally made at that time. Many other cases 
have been reported due to industrial factors, 
notably those reported by Foerster,? who re- 
ported ten cases contracted by workers in a 
nursery, who pricked themselves on the spikes 
from barberry bushes. 


The cases reported here are three in num- 
ber, although there was a fourth patient who 
worked with two of these patients but was seen 
by another physician and whose report is not 
available. 


The first sporotrichosis case that came to 
our attention was seen originally at the Uni- 
versity of Maryland Hospital Skin Dispensary, 
and was first diagnosed as gummatous syphilis. 
This was apparently verified by repeatedly posi- 
tive serologic tests for syphilis, and the patient 
was therefore given treatment. As the lesions, 
which were on the patient’s back, did not invo- 
lute with antisyphilitic therapy and remained 
fluctuant, boggy nodules, a culture of the ma- 
terial was made, and a characteristic Sporo- 
trichum schenckii growth resulted. The patient 
was a stevedore and said the lesions appeared 
after he had carried a paper bag containing 
fertilizer on his back. This case was followed 
a few months later by the appearance in the 
author’s office of a patient sent by an insurance 
company. This patient claimed that a bit of 
asbestos (rock wool) had stuck him in the 
hand, and that some weeks following this, an 
ulcer had appeared on the hand, followed by 
several more lesions of a nodular type, extend- 
ing up the arm. Two months later, another 
patient appeared, sent by the same firm, and 
this patient gave the same history as the pre- 
vious patient had, namely, that a bit of asbestos 
had stuck him in the hand and that, following 
this, lesions had appeared extending up the 
arm. The last patient reported both of the two 
latter patients worked at the same job, handling 
the same asbestos. He reported a fourth patient 
who was seen by another physician. In spite 
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of fairly extensive investigation, it has been 
impossible to link the two groups of patients, 
the first patient seen at the University Hos- 
pital, whose lesions first appeared on his back 
and then extended as a systemic disease involv- 
ing skin, extremities, and lungs, and the last 
two (possibly three) patients in whom the con- 
dition appeared on the hand and forearm. 
None of these patients had been out of the 
city for the preceding five years. 


Following are the histories of the three pa- 
tients: 


W. B., a negro man, married, aged 44, was first 
seen on March 15, 1947, complaining of “lumps” on 
his back. His blood was taken and was reported posi- 
tive for syphilis. The appearance of the nodules on 
the back, arranged in a semicircle, suggested nodular 
syphilis to the clinic physicians. The serologic test for 
syphilis was repeated on March 20, 1947, and was 
again reported positive; antisyphilitic treatment was 
begun on March 19, 1947, the lesions having been 
diagnosed as syphilitic gummata. From March 19 until 
November 28, 1947, the patient received twenty-four 
intravenous injections of ‘“‘mapharsen,”’ of which four 
were 60 mg. and the remainder 40 mg., and nine intra- 
muscular injections of bismuth subsalicylate. At the 
end of this time, the lesions were still present and had 
not improved. On May 14, 1947, two lesions were 
biopsied, one a lymph node and the other an ulcer. 
The two biopsies were reported by the pathology de- 
partment as chronic inflammation and sebaceous cyst. 
On November 5, 1947, the diagnosis of sporotrichosis 
was made, following a culture on Sabouraud’s media 
of the material from the ulcers and boggy lesions. On 
January 2, 1948, a large fluctuant lesion, 12 x 17 cm. in 
diameter, was seen over the right lower back, and was 
thought to be sporotrichial abscess. This was proven 
so by culture. Throughout the course of the condition, 
the lesions and the subsequent cultures were seen by 
the author. The patient said that just prior to the 
appearance of the lesions on his back, he had been 
handling bundles of fertilizer and he is convinced that 
this caused the condition. When first seen, he had 
five tumor-like and two ulcerated lesions on the right 
side of his back. These varied from 1.5 to 2.5 cm. in 
diameter. They were in a semicircular arrangement. 
He was hospitalized on January 2. While he was in 
the hospital, a roentgen ray examination was made 
with the following findings: 


“Roentgen examination of the chest discloses a fine 
soft mottling throughout both lung fields. Both hilar 
regions are enlarged and much denser than normal. 
The mediastinum is widened, particularly on the right. 
The heart, great vessels, and bony thorax appear nor- 
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mal. Two short cervical ribs measuring 2 cm. in length 
are visualized. There is no deformity of the esophagus 
after a barium swallow. The impression is of areas of 
infiltration with left and mediastinal lymphadenopathy. 
These findings are consistent with a fungus infection as 
an etiologic agent. Other miliary lesions such as tuber- 
culosis, sarcoid, and possibly lymphomas should be 
clinically excluded.” 

While in the hospital, the patient was given potassium 
iodide by mouth and intravenous sodium iodide. He 
was discharged after several weeks and sent to the out- 
patient department. On May 26, 1948, he was sent to 
the author by an insurance agent for evaluation. At 
this time there was a sinus lesion on the right side of 
the scrotum and ulcers on the lower end of the right 
tibia, right side of the back (lumbar region) and left 
forearm. There were several nodules on the trunk, 
upper and lower extremities. 

The left testicle was enlarged and painful and on 
the scrotum, attached to the left testicle, there was a 
sinus-like opening, 5 mm. in diameter, from which there 
was a gummy discharge. On the anterior and outer 
surface of the right foot and ankle, there was diffuse 
swelling. From all of the above open lesions, cultures 
were made on Sabouraud’s media for diagnostic pur- 
poses. All cultures from the four areas were positive 
for Sporotrichum schenckii. 

The urine was cloudy, amber, alkaline, with a spe- 
cific gravity of 1.024. Albumin was negative and sugar 
negative. Serologic tests for syphilis were positive. The 
impression was sporotrichosis, with late latent syphilis. 

Treatment consisted of potassium iodide by mouth, 
sodium iodide by intravenous injection, and roentgen 
therapy. 

The second patient was seen January 21, 1948. 

G. S., a married, white man, aged 24, said that he 
ran a rock-wool splinter into the third finger of the 
right hand about one and one-half months earlier, 
and that the resulting lesion had not healed. About 
four weeks before, raised lesions began to appear on 
the dorsal surface of the hands and up the radial sur- 
face of the forearm. These were still present. He had 
used epsom salts solution for them. He was employed 
by the McCormick Asbestos Company. The lesions 
occurred upon the right hand and forearm. On the 
dorsal surface of the third finger, right hand, proximal 
phalanx, there was an irregular ulcer, 3 mm. x 8 
mm. in diameter, presenting a bleb in the center of 
the lesion. White necrotic material appeared at the 
base. This was surrounded by an indurated area about 
2 cm. in diameter. On the dorsal surface of the hand, 
opposite the second interdigital space, there was a 
raised, roundish, fluctuant lesion, 1 cm. in diameter, 
bluish-pink in color. Extending up the forearm, along 
the radial and extensor surface, there were nine similar 
lesions up to the proximal third of the arm. There 
were no lesions elsewhere on the body. 
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The urine was amber, cloudy, acid, with a specific 
gravity of 1.027. Albumin and sugar tests were nega- 
tive. Serologic tests for syphilis were negative. Cultures 
were made on Sabouraud’s media from the sero- 
sanguineous pus from the ulcer and of aspirated 
pus from the fluctuant nodes. All produced the 
characteristic brownish-black growth of Sporotrichum 
schenckii. The impression was sporotrichosis. 

The third patfent was seen on April 27, 1948. W. G., 
a single, white man, aged 25, four weeks earlier, while 
working with insulating materials for the McCormick 
Asbestos Company, got a rock wool splinter in his hand. 
About one week later he began to get “red lumps” on his 
hand and along his arm. He was told that he had 
blood poisoning and was given sulfa drugs and peni- 
cillin, without beneficial results. The lumps occurred on 
the left upper extremity. 

On the palm, opposite the second and third fingers. 
was an irregularly oval-shaped, crusted lesion, present- 
ing numerous small pustules over the surface. This 
lesion measured 2.5x4 cm. in diameter. On the radial 
surface of the metacarpophalangeal joint, there was a 
somewhat similar lesion about 1.5 cm. in diameter with 
small satellite pustules. Beginning at the proximal mar- 
gin of the interdigital space between the first and sec- 
ond fingers were numerous reddish nodules which varied 
in size from a few mm. to 3x4.5 cm. in diameter. 
These extended up to the middle third, inner surface, 
of the arm and numbered, in all, sixteen. A few of 
them were slightly, and one, the largest, markedly 
fluctuant. Cultures made on Sabouraud’s media pro- 
duced brownish-black growth diagnosed as Sporotrichum 
schenckii. 

The impression was sporotrichosis (and because of the 
alleged injury, probably compensable). 

Treatment consisted of roentgen rays, massive doses 
of potassium iodide by mouth, and sodium iodide intra- 
venously. 


CONCLUSION 


It seemed unusual to the author, who had seen 
no patients in Baltimore with sporotrichosis in 
the past twenty-five years, that within the space 
of six months three cases of this disease should 
appear in his office. 


Two of these patients have been discharged 
as cured, and the third is improving, he being 
the first patient who was seen, and the most 
extensively and systemically involved. 
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FURTHER OBSERVATIONS ON THE 
SUPPOSITORY AS A CONTRACEPTIVE* 


By NIcHOLson J. EAstMAN, M.D. 
Baltimore, Maryland 


Evidence of various sorts has keen advanced 
recently which indicates that certain simple 
methods of contraception are just as efficacious 
as the well-established diaphragm and _ jelly 
technic. In order to recall the results which 
have been achieved with the diaphragm and 
jelly, as reported in the literature, Table 1 is 
shown. This summarizes the efficacy of this 
procedure in five large series of cases, four in 
the United States and one in San Juan, Puerto 
Rico. The chance of conception was calculated 
in the usual manner, that is, according to the 
conceptions per 100 woman-years of exposure 
to the risk of conception. This formula may be 
paraphrased by saying that it gives in any large 
number of women, the number of conceptions 
which occur per 100 women per year, provided 
they are exposed to pregnancy throughout the 
year, that is, living with husband, not pregnant, 
not lactating and menstruating regularly. In 
100 such women not protected by any contra- 
ceptive measure, the number of conceptions per 
year, that is, the pregnancy rate (R) is reported 
in the neighborhood of 80 to 90. As may be 
seen in the right hand column of Table 1, the 
rate in the four United States studies in which 
patients used the diaphragm and jelly ranged 
between 12 and 18. In Puerto Rico, however, 
the identical method yielded a rate of 33.! 

Turning now to the results which have been 
achieved in recent years by other methods, two 
studies have recently been reported by Seibels 
and myself evaluating the efficacy of certain 
simple methods of contraception which did not 
entail the use of the diaphragm: one carried 
out in Baltimore and the other in Columbia, 
South Carolina, and vicinity.? 

In Baltimore 333 women, who used a supposi- 
tory containing phenylmercuric acetate as the 
only contraceptive agent, were followed for in- 


*Read in Section on Obstetrics, Southern Medical Association, 
Vesty-Cecond Annual Meeting, Miami, Florida, October 25-28, 
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tervals which ranged between 6 and 28 months. 
The total period of exposure to pregnancy of 
these women while under observation was 350.8 
woman-years. Fifty-seven conceptions took 
place, or 16.2 per 100 woman-years of exposure. 
In 18 of these 57 cases the women acknowledged 
failure to use the suppository on one or more 
occasions. Subtracting these, there were 39 con- 
ceptions which occurred despite the regular use 
of the suppositories or 11.1 per 100 woman- 
years of exposure. 

In the South Carolina study, various types of 
simple contraceptives were used, including jelly 
alone, cream alone, suppositories, and sponge 
and foam powder. Fifteen hundred and seventy- 
three women were followed for intervals which 
ranged between 12 and 37 months. The total 
period of exposure to pregnancy of those women 
while under observation was 1757.3 patient- 
years. Seventy-nine pregnancies occurred de- 
spite the regular use of the contraceptive agent, 
giving an over-all average figure for the non- 
diaphragm methods of 4.5 conceptions per 100 
woman-years of exposure. 

More recently a comparison has been made 
in our clinic of the results achieved in a large 
series of patients who have been using supposi- 
tories containing phenylmercuric acetate for 
over five years, with the results obtained in 
a comparable series of women who have em- 
ployed the diaphragm and jelly. The results, 
as shown in Table 2, indicate that pregnancy 
rates were quite similar, the rate in the supposi- 
tory group being 10.4, in the diaphragm and 
jelly group 9.9. 

These three investigations, which have yielded 
conception rates with simple methods of contra- 


EFFICACY OF DIAPHRAGM AND JELLY AS REPORTED 
IN THE LITERATURE 


Months of Number of Chance of 
Series and Method Prescribed Exposure Conceptions Conception* 


(1) New York —................ 18,012 185 12 
(2) Philadelphia 13,305 163 15 
£52 81 18 
(4) Cincinnati —........... 51,308 787 18 
(S) San Juan, P. R. 2,293 64 33 


*Conceptions per 100 woman-years of exposure to the risk of 
Conceptions 


conception, i.e., R — 1200 x Heaths of Exposare 


Table 1 
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ception of 11.1, 4.5 and 10.4, respectively, indi- 
cate that the efficacy of these procedures com- 
pares favorably with that of the diaphragm and 
jelly, at least in terms of modern suppositories 
and jellies. This statement might be further 
documented by the results achieved by numer- 
ous practitioners who have employed supposi- 
tories as well as jelly alone in substantial series 
of private patients. 


The advantages of suppositories as a contra- 
ceptive agent quite apart from their relative 
high efficacy are obvious. Indeed, looking at 
the problem of medically indicated contracep- 
tion as a nation-wide issue, it seems probable 
that the widespread apathy with which the 
average physician has met this question is 
attributable in large measure to the time-con- 
suming features and technical difficulties of 
fitting a diaphragm and instructing a patient 
in its use. Indeed, many physicians find the 
fitting of diaphragms, teaching the patient how 
to insert and remove them, and the necessity of 
having women return for another check on their 
ability to insert and remove the diaphragm, 
carry disagreeable implications and are alto- 
gether too time-consuming to be practicable. 
Moreover, there are certain groups of patients 
in whom the suppository, or jelly alone, repre- 
sents the only suitable technic: notably those 
seeking premarital advice, those with extensive 
relaxation of the vaginal floor and those unable 
to learn how to insert and remove the diaphragm. 
There is a substantial group of women, more- 
over, who, because of esthetic reasons, object to 
the use of the diaphragm at all. 

But if it be true that the modern supposi- 
tory is comparable in efficacy to the diaphragm 
and, in acceptability is superior both from the 


COMPARISON BETWEEN CONCEPTION RATES IN A 
GROUP OF PATIENTS USING SUPPOSITORIES 
AND A COMPARABLE GROUP EMPLOYING 
THE DIAPHRAGM AND JELLY 


Suppository Group Diaphragm and Jelly Group 


Number of patients. 378 Number of patients... 210 

Months of Months of use... 4-30 

Patient-months __ Patient-months 3,030 

Method failures Method failures. 25 

Conception rate Conception rate —..... 9.9 
Table 2 


EASTMAN: SUPPOSITORY AS A CONTRACEPTIVE 347 


viewpoint of the physician and the patient, it 
would seem important for the medical profes- 
sion, especially obstetricians and gynecologists, 
to become familiar with certain general prin- 
ciples which underlie its action. 

The contraceptive efficiency of the modern 
suppository depends on two factors: rapid 
spermicidal time and adhesiveness to cervical 
mucous membrane. Although rapid killing of 
spermatozoa may be accomplished by various 
agents, the search for more efficient contra- 
ceptive chemicals received important impetus 
in 1938 when Baker, Ranson and Tynen® re- 
ported in England the development of a new 
contraceptive product, the active ingredient of 
which was phenylmercuric acetate; and it was 
affirmed, on the basis of substantial experi- 
mental evidence, that this chemical and phenyl- 
mercuric nitrate were the most efficient spermi- 
cides known. In attempting to confirm the 
above work on the spermicidal efficacy of 
phenylmercuric acetate, we have made various 
samples of jellies containing phenylmercuric 
acetate which were diluted 1:10, 1:20 and 1:40.4 
Then 0.05 c. c. of each dilution was mixed well 
with an equal volume of a fresh sample of hu- 
man semen at room temperature and examined 
microscopically. Killing time was noted as the 
time required for the loss of activity in all sperm 
examined. The results indicate that in all the 
above dilutions the fresh phenylmercuric acetate 
jelly has a spermicidal time within one minute. 
It is true, of course, that the higher dilutions 
(1:20 and 1:40) are not representative of con- 
ditions in the vagina postcoitum, yet they are 
nevertheless instructive in showing the extreme- 
ly potent character of phenylmercuric acetate 
as a spermicide. The activity of phenylmercuric 
acetate in water solution is shown in Table 3. 


SPERMICIDAL ACTIVITY OF PHENYLMERCURIC 
ACETATE IN WATER SOLUTIONS 


Spermicidal Time 

Dilution in Minutes 
1:20,000 1 
1:40,000 1 
1:80,000 1 
1:100,000 1 
1:200,000 3 
1:400,000 60+ 


Final dilutions were obtained by mixing equal volumes of semen 
and mercurial (in saline). “ens 
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The suppositories used in the above Baltimore 
studies as well as in some of the South Caro- 
lina studies contained 0.05 per cent phenyl- 
mercuric acetate and we are inclined to attribute 
some of the gratifying results to this rapidly 
active spermicidal agent. 

Any mention of phenylmercuric acetate as a 
contraceptive, however, requires comment on its 
safety. A study directed at this question, car- 
ried out by Scott and myself,* showed that the 
amount of mercurial present in one suppository 
was approximately one-thousandth the minimal 
lethal dose for rats and mice and about 1/250 
of the minimal lethal dose for rabbits when 
injected intravenously. Accordingly, even if 
the suppositories were absorbed entirely, the 
amount of mercurial would be infinitesimal in 
comparison to the minimal lethal dose for rats 
and mice. Actually, less than 4 per cent of the 
phenylmercuric acetate is absorbed as we have 
shown by chemical studies on 24 hour urine 
specimens from patients who have had double 
the usual amount of contraceptive jelly intro- 
duced into the vagina and massaged into the 
vagina and cervix. However, more convincing 
than these chemical studies are the following 
clinical observations: over a seven-year period 
more than 2,000 women in our clinic have used 
a contraceptive jelly containing 0.05 per cent 
phenylmercuric acetate and over a five-year 
period an additional 1,500 women have used 
suppositories containing the same amount of 
the chemical. The duration of use varied be- 
tween a few months and five years. In this 
entire series of 3,500 women, no single instance 
of systemic effect from the mercurial has been 
observed and the most careful study of the five- 
year users, including urea clearance tests, and 
careful study of catheterized urine specimens. 
has shown no deviation from the normal. 

But the efficacy of a contraceptive substance, 
when used alone without a diaphragm, depends 
not only upon the spermicidal time of the active 
ingredient. It is necessary that in its final 
melted form it adhere to the cervix, and desira- 
ble that it be of such a consistency that it will 
plug the os with the motions of coitus. We have 
had trial suppositories made up of 2-gram and 
3-gram sizes of several melting points and of 
various consistencies when melted. After study- 
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ing the behavior of these from several view- 
points, it seems to us that the suppository which 
was finally adopted for use throughout the 
greater part of the Baltimore study and in a 
portion of the South Carolina series, affords 
most of the desiderata. It is a three-gram sup- 
pository, containing 0.05 per cent phenylmer- 
curic acetate and 10 per cent glyceryl laurate in 
a water dispersible synthetic wax base. Since 
the tenacity with which a melted suppository 
clings to cervical mucous membrane and plugs 
the cervix, depends on a number of physical 
constants, it becomes desirable to specify for 
several physical constants those values which, 
after trial and error, have given the best results 
in our hands. The specific gravity should be of 
the order of 1.03 or slightly more. The surface 
tension of the melted substance is probably of 
more importance since one of the main objec- 
tives is to produce occlusive films. The optimum 
surface tension was found to be about 31 dynes 
per cm. on the liquid at 37.° An emulsion with 
a surface tension of this order is very tenacious 
and readily forms films. Viscosity measurements, 
made at 37° on the suppository which was final- 
ly adopted, gave a figure of 308 centipoises. 
The pH ranges between 6.6 and 7.5. All these 
physico-chemical measurements were done by 
Dr. E. R. Ells, physical chemist to the Eaton 
Laboratories, whose cooperation is deeply ap- 
preciated. 


The melting time of the suppository in vivo 
averages 9.3 minutes, but ranges between 3 and 
13 minutes as tested in 100 women. Melting 
time in vivo was determined by vaginal exami- 
nations, done every two minutes after insertion, 
the criterion for complete melting being inability 
to feel any solid particles. A more rapid melting 
time would avowedly be desirable but experi- 
ments with suppositories of rapid melting time, 
such as 3 to 5 minutes, have indicated that it is 
difficult, if not impossible, to obtain the desid- 
erata in physical constants mentioned above in 
a very rapidly melting suppository. The keep- 
ing properties of suppositories which melt in the 
vagina within 3 to 5 minutes, moreover, are not 
as good as those with a melting time of 10 min- 
utes. Although, in the majority of cases, the 
suppository used melts completely in 10 min- 
utes, patients are instructed to wait 15 minutes. 
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The wide variation in melting time in different 
women, 3 to 13 minutes, is surprising, but is 
apparently dependent upon vaginal succulence 
and other local factors, such as temperature. 


In studying the adhesive characteristics of 
the melted suppository, a novel approach was 
suggested to us by Dr. L. Eugene Daily of the 
Eaton Laboratories, which has proved very val- 
uable in studying this question. The procedure 
comprises insertion of suppositories containing 
1 per cent fluorescent material and subsequent 
observation, following ambulation, of the dis- 
tribution of the fluorescent substance by means 
of an ultraviolet headlight and an ordinary 
vaginal speculum. The suppositories were iden- 
tical with those described above except that a 
fluorescent material had been added to the 
formula. The fluorescent ingredient does not 
stain the tissues and, accordingly, if the melted 
suppository substance runs away from the cer- 
vix, the fluorescent material does likewise. The 
suppositories were inserted with the patient in 
the recumbent position and after allowing fif- 
teen minutes for melting, the cervix was mas- 
saged for a few seconds; the patient was then 
asked to get up and walk around. The periods 
of ambulation, or at least upright position, 
varied from five to twenty minutes. After five 
minutes of ambulation the yellowish-green fluo- 
rescence still showed brilliantly all over the cer- 
vix; after twenty minutes the cervix was still 
coated with the melted suppository as evidenced 
by a dull fluorescence. However, assumption 
of the erect posture for any period between five 
and twenty minutes, caused the greater part of 
the suppository substance to run downward to 
the fourchet. Nevertheless, the fact that enough 
of the suppository material remains on the cervix 
under such circumstances to give substantial 
fluorescence, is an indication of the adhesive 
property of the wax base used, a property which 
may be more important in successful contracep- 
tion than spermicidal time. The interesting and 
possibly significant observation was made that 
in about one-third of the cases studied by this 
means, the cervical os was plugged with su»- 
pository material, as evidenced by a small, cir- 
cular mass of intense fluorescence at the site of 
the os. The plugging of the cervix could be seen 
by ordinary inspection without the aid of the 
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ultraviolet light. This plugging of the os by the 
melted suppository substance is another impor- 
tant function of its physical state; and, as we 
have emphasized, the success which has been 
achieved with the type of suppository finally 
adopted, is probably due as much to its physical 
characteristics as to its spermicidal ingredient. 

Statistics on the efficacy of contraceptives are 

notoriously unreliable. To ferret out the truth 
about irregularity of use in many cases is quite 
impossible and the figures presented in this 
paper are not free from this and other sources 
of error. It may well be that certain women, 
highly skilled in the insertion of the diaphragm, 
will receive better protection from that technic, 
but surely mass studies on the diaphragm have 
not shown greater efficacy than is reported in 
this and other papers by simpler procedures. 
However, even if it could be shown that the 
suppository is generally not quite so efficacious 
as the diaphragm and jelly, it would still de- 
serve an important place in our armamentarium 
because of its simplicity, its greater accepta- 
bility and more widespread applicability. 
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DISCUSSION (Abstract) 


Dr. Eduardo F. Pena, Miami, Fla—A number of 
years ago the World League for Sexual Reform was 
created in Germany under the guidance of Dr. Magnus 
Hirschfeld, world’s leading sexologist, and it ended in a 
sudden manner by the tyranny of the late Adolf Hitler, 
who proceeded to burn most of the books and papers 
of Dr. Magnus Hirschfeld. Most of the excellent reports 
and statistics of this League have disappeared in Ger- 
many although they do still exist in most European 
countries where this League had many branches. 

I was, perhaps, fortunate enough to be one of the 
members of this League in Madrid, Spain, where foi 
a number of years we did quite a bit of work on the 
subject. 

Every imaginable technic of contraception was studied 
and attempted, starting from spermatozoa of bull 
(saline suspensions of spermatozoa) which theoretically 
would produce temporary sterility in the male upon 
subcutaneous injection in man, to the use of x-ray 
therapy, chemical contraceptives such as douches of 
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all kinds, tablets, suppositories, to rubber cups, either 
the cervical pessary which would cover only the os of 
the cervix or the vaginal diaphragm much in vogue in 
the United States. Another contraceptive which merits 
mention is the so-called Grafenberg intra-uterine flexi- 
ble silver ring. Particularly extensive study was done 
on the use of the suppository. 

I should like to speak on the effect of the suppository. 


It is true that the base or the vehicle which Dr. 
Eastman is using at the present time is quite different 
from the vehicle that we used. We used cocoa butter 
and not the wax which apparently melts more readily 
in the vagina. 

Neither did we use phenylmercuric nitrate, but we 
used every other imaginable chemical including boric 
acid and oxyquinoline. In general, our findings were as 
follows: (1) The melting point of all the suppositories 
which were used in about 6,000 cases was over 20 
minutes before any safety could be claimed from them. 
(2) This suppository, upon melting, did not cover the 
entire cervical area but remained in the posterior part 
of the vaginal canal, being thus unsafe for birth control. 
(3) If a suppository is inserted in the vagina, as soon 
as the patient stands on her feet the ingredients of 
the suppository leak out very easily. (4) For the latter 
reason the contraceptive effect of a vaginal suppository 
is not long lasting and should sexual congress occur 
the second time within a matter of minutes or hours 
the insertion of another suppository is necessary. 
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Dr. Eastman mentioned the esthetic aspect of the use 
of the suppository and its preference over any other 
contraceptive. In this matter I would like to mention 
that I see very little difference between the use of a 
diaphragm which can be inserted in the vagina in the 
privacy of the patient’s bathroom prior to any sexual 
congress and a suppository which is usually inserted 
while in the presence of the husband. 


I may also add that the suppository is less safe than 
the diaphragm since the latter is usually inserted in 
place much before any sexual contact occurs while the 
former or the suppository is usually inserted into the 
vagina during sexual congress and only prior to reaching 
the climax, and we all know that this is a most unsafe 
procedure. 

To conclude, the suppository is messy, the lasting 
effect is not good and we still find ourselves as we were 
up to the time of the use of the diaphragm and jelly 
which are just as effective as the suppository. 


Dr. Eastman (closing) —In presenting this article be- 
fore you, I am not trying to claim that the suppository 
is the best method of contraception but, in our hands, 
we have found it acceptable to our patients and satis- 
factory in regard to efficacy, when compared to results 
with the diaphragm and jelly. 

The criticism of messiness has come to us, too. One 
patient in twenty, possibly, will report that, but we 
have had very little evidence of irritation. 
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STREPTOMYCIN 


During the first three months of this year, a 
casual glance through the current literature will 
disclose a paper on streptomycin in very nearly 
any clinical or experimental journal of the quar- 
te. This drug has been responsible for suc- 
cessful therapy in bacteriologic fields hitherto 
little benefited by antiseptics. Although it has 
had unexpected failures and has shown numerous 
toxic effects, it appears to be active against 
micro-organisms which do not yield to other 
therapeutic agents. It is particularly useful 
against advanced tuberculous infections. 

Since the early work on its clinical use, the 
recommended dosage has been considerably re- 
duced. Whereas three or more grams daily over 
a period of months or years were formerly sug- 
gested, now it is believed that from 0.5 to 1 gram 
daily over a much shorter period will give 
equally good results, and this smaller dosage 
has greatly reduced the reported incidence of 
vestibular damage and other toxic reactions.! 2 


1. Young, Sir Robert, Chairman subcommittee: Streptomycin 
2 Treatment of Tuberculosis. Brit. Med. J., p. 280, Feb. 12, 


2. Pfeutze, Karl H.; and Pyle, M. M.: Streptomycin in the 
Treatment of Tuberculosis. J.A.M.A., 139:634 (Mar. 5) 1949. 
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Streptomycin’s great field now would seem to 
be in the treatment of extensive infection with 
Mycobacterium tuberculosis in those areas of 
the body which the drug will penetrate. The 
tendency is to advise that it be not used in cases 
of minimal tuberculosis, because of the rapid 
development of resistant organisms. 


It has for a considerable time been highly val- 
ued in preparation for surgery of the alimentary 
tract, because of its activity against coliform 
organisms. The phenomena of resistance to 
this biotic continue to be extensively investi- 
gated and of practical significance. When strep- 
tomycin is given by mouth to mice, B. coli may 
disappear from the feces, but the lower intestinal 
tract then tends to fill up rapidly with fecal 
streptococci, which are not susceptible to the 
product but may be stimulated by its growth, 
or by the suppression of B. coli, as in weeding a 
lawn. A series of cases has been reported of S. 
fecalis reaction, or intoxication, during strepto- 
mycin therapy. These cases were benefited 
promptly by penicillin.* 

Many strains of M. tuberculosis have been 
identified which are resistant to streptomycin, 
and numerous streptomycin resistant tubercle 
and other organisms have been isolated following 
therapy. Bacteria which grow in the presence 
of a high concentration of streptomycin have 
been isolated. There is even an organism which 
requires this antiseptic for growth, and can use 
it as its sole source of nitrogen.‘ 


It would seem that streptomycin properly em- 
ployed is a boon to therapy. To use it to best 
advantage, considerable study and understand- 
ing are required of bacterial susceptibilities. 


POTASSIUM IN THE BODY 


The blood sugar is by no means the only 
substance to be watched in the therapy of dia- 
betes. Potassium depletion, among other physio- 
logic changes, may contribute to some of the 
severe symptoms of certain diabetic states. Pa- 


3. Stewart, W. W.; and Baldridge, O. L.: Streptococcus Faecalis 
Reaction Occurring During Streptomycin Therapy. J.A.M.A., 139: 
579 (Feb. 26) 1949. 


4. Hobby, Gladys L.; and Dougherty, Nancy: Isolation of a 
Streptomycin Resistant Organism Capable of Utilizing Strepto- 
mycin = _—— Proc. Soc. Exper. Biol. and Med., 69:544 
(Dec.) 1 
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tients who are recovering from diabetic acidosis 
and coma, according to Danowski and asso- 
ciates! of Pittsburgh, often are severely depleted 
of potassium. They will retain considerable 
amounts of this element, with benefit to the 
clinical condition. 

When the potent hormone, insulin, is admin- 
istered to lower the blood sugar, many other 
chemical changes occur in blood and tissues. 
Striking among these is the mobilization of 
potassium, which rather closely follows carbo- 
hydrate utilization. 

Potassium is abundant in muscular tissue, 
intimately concerned with the contraction of 
muscle, and its excretion is increased after exer- 
cise. It is low in the blood stream in adrenal 
cortical insufficiency, and in this condition its 
urinary excretion is diminished. Potent adrenal 
cortical extracts raise its rate of excretion by the 
kidneys.” 

Kidney function depends upon an adequate 
supply of potassium. No urine is secreted with- 
out it, and the urine never contains a lower con- 
centration of potassium than the blood serum.* 
Potassium is less well conserved in the face of 
a limited supply than are some other elements. 
since its excretion by the kidneys is continuous. 
Anuria would apparently be produced by failure 
of the potassium supply in the blood serum. 


This alkaline earth element, potassium, is 
to be found within the cells of the blood and 
tissues rather than in the blood serum. A potas- 
sium shortage may not be demonstrated by esti- 
mating the level in the blood serum, since a 
normal serum level does not prove an ample 
supply in the tissues. 


A group of gastro-intestinal cases in a state 
of potassium deficiency were studied by Tarail 
and Elkinton’ of Yale University. Potassium was 
observed to be continually excreted in the urine 
in spite of the body deficit. When potassium 
chloride was administered to these patients it 
was retained in the body in considerable quan- 


1. Danowski, T. S.; Peters, J. H.; Rathbun, J. C.; Quash- 
nock, J. M.; and Greenman, L.: Studies in Diabetic Acidosis and 
Coma, with Particular Emphasis on the Retention of Administered 
Potassium. J. Clin. Investig., 28:1 (Jan.) 1949. 

2. Kleiner, Israel S.: Human Biochemistry. Second Edition. 
St. Louis: C. V. Mosby Co., 1948. 


3. Tarail, Robert: and Elkinton, J. Russell: Potassium De- 


ficiency and the Role of the Kidney in Its Production. J. Clin. 
Investig., 28:99 (Jan.) 1949. 
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tity, again with benefit to the patients. The 
irreducible minimum of potassium in the urine, 
according to these workers, is one of the means 
of its depletion in various diseases. 

This element is essential to normal heart ac- 
tion, as to muscular activity elsewhere. Nichol- 
son and Spaeth,* of Duke University, note that 
there are characteristic electrocardiographic pat- 
terns associated with high and low serum potas- 
sium, and suggest that electrocardiographs may 
be useful in the diagnosis of specific heart con- 
ditions. If they are proved to be specific for 
particular potassium levels, and to vary with 
alterations in these, they might be useful in the 
clinical diagnosis of potassium deficiency, or at 
least of the serum level of this element. 

Potassium movement and fluid movement are 
of course intimately concerned, and control of 
fluid movement is one of the great problems 
of internal medicine. In improvements of the 
understanding of this may lie benefit for some 
of the degenerative diseases in which edema 
and ascites appear. 

Potassium medication should always be cau- 
tious and the oral route preferred, since this 
substance may under certain conditions be quite 
toxic. The need for it should be recalled in 
severe diabetic conditions, and in postoperative 
conditions or gastro-intestinal disturbances where 
there is likelihood of potassium loss. 


GLUTAMIC ACID AND THE 
INTELLIGENCE QUOTIENT 


Some years ago when it was observed that a 
hen could be induced to display maternal in- 
stinct upon treatment with hormones, there was 
a feeling of regret, perhaps disillusionment, that 
an emotion of this type could be mechanically 
induced. 

A chemical or synthetic means of stimulating 
intellectual activity is more eagerly sought than 
a means of synthesizing feeling or emotion. 
With therapeutic methods of raising the intelli- 
gence quotient, sentiment seems unconcerned. 
The public in general, including the physician, 
yearns for a pill to help it learn its lessons or to 


4. Nicholson, W. M.; and Spaeth, Walter: Some Clinical 
Manifestations of Abnormal Potassium Metabolism. Sou. Med. J. 
42:77 (Feb.) 1949. 
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increase its reasoning power. Something was 
hoped for a time of the epinephrine-like prod- 
ucts. A material of current interest is glutamic 
acid, said to be the only amino acid metabolized 
by the brain, and thus to have potentialities for 
stimulating mental capacity. 

This material is not new in biochemistry. 
It was noted in 1923 that glutamic acid is 
oxidized in the presence of brain tissue and the 
peripheral nerves, while other amino acids are 
not.'?2 It has been used in the treatment of 
epilepsy, with a reported decrease in the num- 
ber of seizures and improvement of the psycho- 
logic condition. Zimmerman and associates’ of 
Columbia University, upon feeding glutamic acid 
to rats, report increase in their ability to learn 
a simple maze. They* have administered this 
substance to a group of mentally retarded chil- 
dren, some of whom had convulsive disorders. 
Mental tests given before and after a six-month 
period of therapy showed improvement in the 
children’s alertness, in the general personality, 
and a rise in the intelligence of glutamic acid fed 
children. The Columbia group suggest that this 
product seemed to facilitate mental processes. 


They®> have recently given it over a six-month 
period to a small series of Mongolian idiots, 
and report some perceptible mental develop- 
ment among these. The intellectual stimulation 
was accompanied by a greater than usual physi- 
cal growth. The increase in mental development 
of the Mongols was not so pronounced as that in 
their physical growth, and was not so noteworthy 
as the increased mental growth rate of non- 
Mongols who received the same amino acid sup- 
plement. Zimmerman’s group considered it, 
however, of some limited value for the Mongols. 


Glutamic acid dosage must be accurately de- 
termined for each case which is to receive it. 
Enough must be given to produce an increase in 
the patient’s activity. A certain rather definite 


1. Weil-Malherbe, Hans: Studies on Brain Metabolism. Metab- 
olism of Glutamic Acid in Brain. Biochem. J., 30:665, 1936. 
2. Kleiner, I. S.: Human Biochemistry. Second Edition. St. 
Louis: C. V. Mosby Co., 1948. 

3. Zimmerman, F. T.; Burgemeister, B. B.; and Putnam, T. J.: 
Arch. Neurol., 56:483, 1946. 

4. Idem. Ceiling Effect of Glutamic Acid upon Intelligence in 
Children and Adolescents. Amer. J. Psych., 104:593, 1948. 

5. Zimmerman, F. T.; Burgemeister, B. B.; and Putnam, T. J.: 
The Effect of Glutamic Acid upon the Mental and Physical 
Growth of Mongols. Amer. J. Psych., 105:661 (March) 1949. 
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intravenous dosage induces prompt vomiting 
both in dogs and in man.® 


Experimental psychology has shown an amaz- 
ing development in this century, though its work 
deals with a vast field of unknowns. The studies 
upon glutamic acid therapy of mental condi- 
tions are stimulating but of course incomplete. 
This protein decomposition product is to be 
found in naturally occurring foods, and most 
amino acids are best utilized in their usual pro- 
tein combination, rather than in isolation. A 
natural food high in glutamic acid might be 
sought for similar feeding experiments. 


Glutamic acid is classified as a dispensable 
amino acid: it is one which the body can synthe- 
size.2 Studies which might show that the men- 
tally retarded individual fails to synthesize this 
material, or synthesizes it at a rate slower than 
the normal, or that there is some difference in 
its metabolism in mentally retarded epileptic 
or Mongolian children, would carry weight. 


_ 6. Lasichak, A. G.; and Levey, S.: Glutamic Acid and Vomit- 
ing in Dogs: Its Administration into the Portal System and 
Extremity Vein. Proc. Soc. Exper. Biol. and Med., 70:74 (Jan.) 
1949. 


TWENTY-FIVE YEARS AGO 
FrRoM JOURNALS OF 1924 


Centenary of Byron’s Death1—Byron died in the 
thirty-seventh year of his age just one hundred years 
ago, April 19, 1924. He had gone to Missolonghi in a 
fair state of health early in the preceding January as 
the representative of the Greek Committee in London, 
with the object of assisting in the liberation of Greece 
from the domination of the Turks * * * The village 
of Missolonghi is situated in a low lying and _ pesti- 
lential district-in the Gulf of Patras * * * Sanitary 
measures appear to have been unknown to the vil- 
lagers and faecal and other refuse was flung indiscrimi- 
nately in the streets and lakes. Lord Byron has himself 
stated that he was very subject to attacks of fever 
* * * which yielded in a few hours to his usual remedy, 
the bath * * * He died on April 19 * * * the diag- 
nosis unanimously arrived at by the four medical men 
was that the complaint was owing to the metastasis 
(to the brain) of rheumatic inflammation * * * It may 
be surmised that it was one of the febrile attacks, 
probably of malarial origin. 


1. Centenary of Byron’s Death. Brit. Med. J., p. 724 (April 
13) 1924. 
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A Physician versus the British Medical Association 2— 
An extraordinary action of a physician against the New 
South Wales branch of the British Medical Association 
has just terminated in the court of appeal. Dr. G. S. 
Thompson was a member of the branch, practiced in 
Sydney. In 1920 a woman who consulted him gave 
particulars of wrongful detention in a lunatic asylum 
for four or five years. He communicated with her 
physician * * * but the result was that she was again 
removed to an asylum. Dr. Thompson took steps to 
secure her liberation * * * started a press campaign 
contending that it was an outrage that private practi- 
tioners should have the power to imprison people 
* * * he said: “Any doctor can give a medical certifi- 
cate for insanity. I am not such a fool as to think 
there are no doctors capable of being bribed.” * * * 
the Association held that Dr. Thompson had been 
guilty of conduct derogatory to the medical profession 
and expelled him. Dr. Thompson then brought an 
action for damages against the Association and was 
awarded $10,000 * * * This verdict was set aside * * * 
the appeal failed. 


Foreign Physicians 3—A few states, New York, Louisi- 
ana, Florida, Illinois, and Indiana, now require appli- 
cants from abroad [for medical licensure] to be citizens 
of the United States * * * Certainly citizenship or at 
least a declaration of intention should be required. 
There is no longer any reason why regulation for the 
licensing of foreign physicians should be any less rigid 
than American physicians have to meet in other coun- 
tries. The public needs protection against the incompe- 
tent or undesirable physician from abroad no less than 
from the medical impostor at home. 


2. London Letter. Action of a Physician Against the British 
Medical Association. J.A.M.A., 82:1277 (April 19) 1924. 


3. Editorial: Influx of Foreign Physicians. J.A.M.A., 82:1366 
(April 26) 1924. 


Book Reviews 


Modern Trends in Ophthalmology. Edited by Arnold 
Sorsby. Volume II. 600 pages, illustrated. New 
York and London: Paul B. Hoeber, Inc., 1948. 
Price $12.50. 


The first volume of “Modern Trends in Ophthal- 
mology,” published in 1940, set a very high standard 
and has been quoted from and referred to so fre- 
quently that all ophthalmologists are familiar with it. 
The articles in Volume II maintain the superior level 
of Volume I, and follow similar section headings. 

The majority of the writers are continental or Brit- 
ish. Nine are from the United States and one from 
South America. 


In the section on physiology, recent findings on the 
nature of light, night vision and the electrophysiology 
of the eye are reported. In diagnostic procedures, 
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Berliner contributes a section on the slit-lamp, Troncoso 
on gonioscopy, and Evans on angioscotometry. In the 
section on pathology, contributions have been made by 
Ida Mann, Alan Woods, Conrad Berens, Ballentyne, 
Wagner and Rucker. Among other articles on therapy 
are those of Stallard on radiotherapy in ophthalmology 
and Sorsby on sulfonamides and penicillin. The Rus- 
sian article on surgical repair of war injuries is a trifle 
optimistic. Savin’s article on non-magnetizable intra- 
ocular foreign bodics is valuable. 

Much of the work presented is in the form of original 
contributions, yet all are written on the basis of com- 
prehensive knowledge of the particular subject and 
related work by others is properly evaluated. Such 
articles are perhaps the most instructive of all, and 
certainly this book will be referred to and quoted from 
as much or more than the preceding one. 


British Surgical Practice. Under the General Editorship 
of Sir Ernest Rock Carling, F.R.C.S., F.R.C.P., Con- 
sulting Surgeon, Westminster Hospital and J. Paterson 
Ross, M:S., F.R.C.S., Surgeon and Director of Surgical 
Clinical Unit, St. Bartholomew’s Hospital, London. 
524 pages, illustrated. London: Butterworth and Com- 
pany, Ltd.; and St. Louis: The C. V. Mosby Com- 
pany, 1948. Price $15.00. 

This third volume of “British Surgical Practice” is 
made up in the same form as the preceding volumes 
and consists of 63 chapters written by 65 different 
authors. There are 287 illustrations with 4 plates. 

It is no exception to the preceding volumes in its 
easily readable manner of presentation. The volume 
begins with a discussion of cesarean section and ends 
with a chapter on eyelids. The 7 chapters on various 
types of endoscopy are especially complete. A chapter 
on compensation, damages and pensions is unusual in a 
surgical work and affords valuable information. The 
chapters dealing with the ear and eye are especially 
complete and are valuable even to the specialist. Each 
volume makes the completeness of this work increasingly 
obvious. 


Gynecological and Obstetrical Pathology. By Emil 
Novak, M.D., D.Sc. (Hon. Dublin), F.A.C.S. Second 
Edition, illustrations. 570 pages. Philadelphia and 
London: W. B. Saunders Company, 1947. Price $7.50. 
The second edition of Dr. Emil Novak’s “Gyneco- 

logical and Obstetrical Pathology” maintains its standard 

of dependability without excessive discussion. Points of 
possible confusion to the pathologist are emphasized. 

The term “precancerous,” according to Novak, has a 
usefulness not previously accorded to it by pathologists. 

There is now considerable evidence suggesting a gradual 

histologic transition from the benign to the malignant 

state. This has been especially noted in cervical carci- 
nomas. However, the author explains that epidermati- 
zation and squamous cell metaplasia, although they can 
be mistaken for cancer, have no more direct relation to 


| 


singly 


Second 
a and 
$7.50. 
yneco- 
andard 
ints of 
yasized. 
, has a 
logists. 
gradual 
slignant 
1 carci- 
lermati- 
hey can 
ation to 


Vol. 42 No. 4 


carcinoma of the cervix than have other irritative and 
inflammatory lesions. 


Endometrial hyperplasia is divided into two major 
groups: genuine hyperplasia which is frankly benign, 
and pseudo-malignant hyperplasia which may be con- 
fused with adenocarcinoma of the endometrium. The 
incongruous point that “the growth response does not 
necessarily go hand in hand with bleeding propensities” 
is discussed with the recognition that there is now 
reason to doubt that hyperplastic endometrium is al- 
ways non-secretory. 

The presentation of ovarian tumors with an admit- 
tedly incomplete but excellent working classification is 
probably the best developed portion of the book. The 
comprehensive brief coverage of this vast subject is truly 
remarkable. This text remains an invaluable aid for 
student and physician alike. 


Midwifery. By Ten Teachers, under the direction of 
Clifford White, M.D., B.S. (Lond.), F.R.C.P. (Lond.), 
F.R.CS. (Eng.), F.R.C.0.G. Edited by Clifford 
White, Frank Cook, and William Gilliatt. Eighth 
Edition. 560 pages, illustrated. Baltimore: The Wil- 
liams and Wilkins Company, 1948. Price $6.00. 
Under the direction of Dr. Clifford White, an English 

physician, this book was written by compiling material 

of ten different well-known English obstetricians. 

It will be most valuable for a general practitioner 
doing home deliveries. An undesirable feature would 
seem to be its advocacy of version in the home, which 
nowadays is considered definitely to be only a hospital 
procedure. It is thorough and complete in its coverage, 
and is brief enough to avoid ambiguous details. The 
theories of cause of many obstetrical complications are 
brief but do include most of the accepted tenets, again 
unconfused by detail. 

This book would not at all satisfy the needs of a 
specialist in obstetrics, nor could it be used as a book 
for the student. As essentially what the title indicates, 
a book on midwifery, it will fill a highly useful place. 


A Manual of Pharmacology. By Torald Sollmann, 
M.D., Professor Emeritus of Pharmacology and Ma- 
teria Medica in the School of Medicine of Western 
Reserve University, Cleveland. Seventh Edition. 
1,132 pages. Philadelphia and London: W. B. Saun- 
ders Company, 1948. Price $11.50. 

The seventh edition of this famous text supplies the 
need of all who desire detailed material, annotations, 
and references to the literature in regard to pharma- 
cological agents. “Sollmann” has long occupied an essen- 
tial position in pharmacology. Due to the limitations 
of space, the present bibliography extends back only to 
1926, but armed with this and the fifth edition, one 
can obtain information on practically every known 
drug. 

The present edition covers new drugs in the usual 
thorough fashion. It is to be regretted that much of 
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the older material is retained, for it could just as well 
have been left in the previous editions, thereby decreas- 
ing the size and cost of the book. 


To those physicians and others interested in drugs 
who are already familiar with past editions, this text 
needs no introduction other than commendation. Those 
who are not familiar with these texts (if there are 
any!) should immediately avail themselves of the oppor- 
tunity to fill this gap in their list of standard references. 
It is doubtful that any book will take the place of this 
in the field of pharmacology for many years to come. 


Southern Medical News 


THE GEORGE WASHINGTON UNIVERSITY 
MEDICAL SOCIETY 


The George Washington University Medical Society, Washington, 
District of Columbia, a large independent alumni organization 
whose membership consists of graduates of the Medical School 
and members of the medical faculty, held its twenty-third annual 
banquet and alumni reunion at the Mayflower Hotel in Wash- 
ington on the evening of March 5, the President, Dr. James I. 
Boyd, presiding, the occasion being officially designated Southern 
Medical Night. 


Officers of the Southern Medical Association in attendance, 
all of whom were publicly recognized, several speaking briefly: 
Dr. Oscar B. Hunter, President, Washington, D. C.; Dr. Hamilton 
W. McKay, President-Elect, Charlotte, North Carolina; Dr. 
Arnold McNitt, Chairman of the Council and Chairman of the 
Executive Committee of the Council, Washington, D. C.; Dr. 
F. A. Holden, Councilor and member of Executive Committee, 
Baltimore, Maryland; Dr. W. L. Pressly, Councilor and member 
of Executive Committee, Due West, South Carolina; Dr. Helen 
Gladys Kain, Councilor-Elect, Washington, D. C.; and Mr. C. P. 
Loranz, Secretary-Manager, Birmingham, Alabama. 


The Society each year presents to one of its members who has 
distinguished himself in medicine and rendered outstanding service 
to medicine and to the Society, an Award of Merit, the man 
of the year in the Society. This distinguished honor went this 
year to Dr. Oscar B. Hunter, the presentation being made by Dr. 
Roger M. Choisser, Professor of Pathology in the Medical School, 
and Chairman of the Committee of the Society to determine to 
whom the award should be made. The complete membership each 
year is asked for suggestions as to whom the award should go, 
the Committee deciding which one of those suggested is most 
entitled to the award under the rules governing its bestowal. 


All branches of government medical services were officially repre- 
sented at this banquet meeting, most of them by the ranking 
officer of the service. The principal speaker of the evening was 
the Honorable Estes Kefauver, a United States Senator from 
Tennessee. Among the more than five hundred in attendance were 
distinguished guests other than those here mentioned, including 
officers of the University, members of the Board of Trustees, 
Deans and Faculty members. 


AMERICAN BOARD OF PREVENTIVE MEDICINE 
AND PUBLIC HEALTH, INC. 


The American Board of Preventive Medicine and Public Health, 
Incorporated, was recently created by the Advisory Board for 
Medical Specialties and approved by the Council on Medical Edu- 
cation and Hospitals of the American Medical Association, and 
the Board now accepts’ applications for examination for certifica- 
tion in this specialty. Applications may also be received for the 
Founders Group who may be excused from examination. Appli- 
cation fee $15.00, Certification fee $35.00. For information 
write Dr. Ernest L. Stebbins, Secretary, American Board of Pre- 
ventive Medicine and Public Health, Incorporated, 610 North 
Wolfe Street, Baltimore 5, Maryland. 
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ALABAMA 


Dr. Alston Callahan, Professor of Ophthalmology, Medical Col- 
lege of Alabama, presented a Symposium on Plastic Surgery of 
~ Eyelids at the February meeting of the Cincinnati Ophthalmic 

ub. 

Dr. F. Thomas Bondreau, Mobile, is the Alabama representative 
of the Executive Committee, Post Graduate Seminar of the South- 
eastern Section of the American Urological Association. 

Dr. Leroy Lyon Holt and Miss Anne Elizabeth Owen, both of 
Birmingham, were married recently. 

Dr. Benjamin E. Morgan, Birmingham, and Miss Jean Bailey, 
Rocky Mount, North Carolina, were married recently. 

Dr. James Talmadge Littlejohn, Jemison, and Miss Shirley 
Smith, Swannanoa, North Carolina, were married recently. 


DEATHS 


Dr. Eugene Argo, Goodwater, aged 80, died February 16. 

Dr. Grover Cleveland Coleman, Birmingham, aged 64, died 
recently of coronary occlusion. 
P Dr. Robert Hood Lister, Ozark, aged 62, died recently of heart 
isease. 

Dr. John Mayer Wilson, Mobile, aged 64, died recently of 
coronary occlusion. 

Dr. Gautier Conde Yancey, Tuskegee, aged 54, died recently 
of cirrhosis of the liver. 


ARKANSAS 


Dr. Lowry H. McDaniel, Tyronza, has been appointed a mem- 
ber of the Council of the Southern Medical Association from 
Arkansas for a regular Council term of five years beginning at the 
close of the annual meeting in Cincinnati in November, the 
appointment having been announced recently by the President- 
Elect, Dr. Hamilton W. McKay, Charlotte, North Carolina. Dr. 
McDaniel succeeds Dr. Oliver C. Melson, Little Rock, whose 
term will expire with the close of the Cincinnati meeting in 
November, and who, having served the constitutional limit, is 
not eligible for reappointment. 

Benton County Medical Society has elected Dr. K. A. Siler, 
Siloam Springs, President; Dr. J. L. Jackson, Bentonville, Vice- 
President; and Dr. Geo. M. Love, Rogers, Secretary-Treasurer. 

The Five-County Medical Society has elected Dr. N. M. Pea- 
cock, Ashdown, President; Dr. D. Duncan, Murfreesboro, 
Vice-President; and Dr. R. S. Dickinson, Horatio, Secretary- 
Treasurer. 

Fifth Councilor District Medical Society has elected Dr. Jos. 
B. Wharton, El Dorado, President; Dr. John H. Wilson, Mag- 
nolia, Vice-President; and Dr. Henry G. Hearnsberger, Stephens, 

retary-Treasurer. 

Hot Springs County Medical Society has elected Dr. R. V. 
McCray, President; Dr. C. F. Peters, Vice-President; and Dr. 
John R. Cole, Secretary-Treasurer. 

Howard-Pike County Medical Society has elected Dr. M. D. 
Duncan, Murfreesboro, President; Dr. J. G. Waldrop, Nashville, 
Vice-President; and Dr. Edwin V. Dildy, Nashville, Secretary- 
Treasurer. 

Independence County Medical Society has elected Dr. Hick- 
man Calaway, President; Dr. Charles Taylor, Vice-President; 
and Dr. Paul Gray, Secretary-Treasurer. 

Sevier County Medical Society has elected Dr. R. C. Dickin- 
son, President; Dr. C. N. Jones, Vice-President; and Dr. R. B 
Dickinson, Secretary-Treasurer. 

Washington County Medical Society has elected Dr. Ralph 
Weddington, President; Dr. W. A. Fowler, Vice-President; and 
Dr. J. W. Dorman, Secretary-Treasurer. 

Dr. R. O. Norris, Tuckerman, has been elected Vice-President 
of the Bank of Tuckerman. 

Dr. D. L. Owens, Harrison, has been elected a Director of the 
Commercial Bank. 

r. W. R. Brooksher, Fort Smith, has been appointed a mem- 
ber of the Committee on Social Security, Chamber of Com- 
merce of the United States. 

_Dr. Turnbow is associated with Dr. B. James Reaves, 
Little Rock, in the practice of obstetrics. 

Dr. H. E. Murry, Texarkana, has been elected a member of 
the Executive Committee of Miller-Bowie County Tumor Clinic. 

Dr. H. H. Smith, Fort Smith, has retired from active practice 
and has moved to Santa Barbara, California. 

Dr. C. H. Reagan, Marked Tree, has accepted an appoint- 
ment with the Veterans Administration, Decatur, Alabama. 


DEATHS 
Dr. Herman William Hundling, Little Rock, aged 57, died 
recently. 
Dr. William D. Burch, Hughes, aged 67, died recently. 
Dr. Charles E. Spivey, Hamburg, aged 70, died recently. 


April 1949 


DISTRICT OF COLUMBIA 


Washington Ophthalmological Society has elected Dr. Jerome 
A. Sansoucy, President: Dr. J. Thomas Schnebly, Vice-President; 
and Dr. Thomas A. Egan, Secretary-Treasurer. 

Prince Georges County Medical Society has elected Dr. Oscar 
Lavine, President; Dr. William Brainin, Vice-President; Dr. 
Thomas A. Christensen, Recording Secretary; and Dr. Aaron 
Deitz, Corresponding Secretary. 

Dr. Winfred Overholser, Washington, has been presented the 
War and Navy Department Certificate of Appreciation “for an 
outstanding contribution to the work of the Office of Scientific 
Research and Development during World War II.” 

Dr. Norman H. Topping, Washington, Associate Director to 
the Nationa! Institutes of Health, has been promoted to the 
rank of Assistant Surgeon General of the Public Health Service. 

Dr. Theresa T. Woo has returned to Washington after taking 
a postgraduate course in pediatrics at the Harvard Medical School 
and Boston Children’s Hospital in Boston, Massachusetts. 

American Society of Anesthesiology and its Southeastern Sec- 
tion will hold a joint meeting at Washington, Statler Hotel, April 
7-9. Dr. Lloyd H. Mousel, Dr. Edward B. Tuohy and Dr. Donald 
H. Stubbs, all of Washington, and Dr. Perry P. Volpitto, Au- 
gusta, Georgia, will preside. 

Dr. Custis L. Hall, Washington, was recently installed Presi- 
dent, United States Chapter of the International College of 
Surgeons. 

Dr. Albert Joseph Reinovsky, Washington, and Miss Willie 
Mae Hill, Cades, South Carolina, were married recently. 

Dr. William Stark and Miss Vivienne R. Rose, both of Wash- 
ington, were married recertly. 

Dr. William Otis Bailey, Jr., Washington, and Miss Frances 
Claire Wisnewski, Kingston, Pennsylvania, were married recently. 


DEATHS 


Dr. Sara Winifred Brown, Washington, aged 80, died recently 
of a skull fracture received when struck by a bus. 
Dr. George Henry Crofton, Washington, aged 61, died recently. 


FLORIDA 


Alachua County Medical Society has installed Dr. Alva T. 
Cobb, Jr., President; and has elected Dr. Stuart D. Scott, Presi- 
dent-Elect; Dr. James M. McClamroch, Vice-President; and Dr. 
F. Emory Bell, Secretary-Treasurer, reelected. 

Bay Ceunty Medical Society has elected Dr. Myrtle F. Parker, 
President; Dr. Daniel M. Adams, Jr., Vice-President; and Dr. 
Russell T. Stewart, Secretary-Treasurer, reelected. 

Brevard County Medical Society has elected Dr. Charles E. 
Russell, Cocoa, President; Dr. Arthur C. Tedford, Melbourne, 
Vice-President; and Dr. Theodore J. Kaminski, Melbourne, 
Secretary-Treasurer, reelected. 

Broward County Medical Society has installed Dr. Paul G. 
Shell, President; and elected Dr. Richard A. Mills, President- 
Elect; Dr. Francis Haberman, Vice-President; Dr. Scottie J. 
Wilson, Secretary; and Dr. Samuel P. Nixon, Treasurer. 

Columbia County Medical Society has elected Dr. Robert B. 
Harkness, Lake City, President; Dr. Sybill Corbett, Jasper, Vice- 
President; and Dr. Thomas H. Bates, Lake City, Secretary- 
Treasurer, reelected. 

Dade County Medical Association has installed Dr. John D. 
Milton, President; and elected Dr. Donald W. Smith, President- 
Elect; Dr. Jack Q. Cleveland, Vice-President; Dr. Benjamin G. 
Oren, and Dr. Ralph S. Sappenfield, Secretary and Treasurer, 
respectively, reelected. 

DeSoto-Hardee-Highland-Charlotte-Glades County Medical So- 
ciety has elected Dr. John A. Simmons, President; Dr. Gordon 
H. McSwain, Vice-President; and Dr. Charles H. Kirkpatrick, 
Secretary-Treasurer. 

Duval County Medical Society has installed Dr. Raymond 
R. Killinger, President; and elected Dr. James L. Borland, 
President-Elect; Dr. Charles F. Henley, Vice-President; Dr. 
Janet G. Leser, Secretary; and Dr. A. Judson Graves, Treasurer. 

Escambia County Medical Society has elected Dr. Alvyn W. 
White, President; Dr. Alvin L. Stebbins, Vice-President; and 
Dr. Arthur J. Butt, Jr., Secretary. ; 

Hillsborough County Medical Association has installed Dr. 
William M. Rowlett, President; and has elected Dr. David R. 
Murphey, Jr., President-Elect; Dr. James L. Estes, Vice-President; 
Dr. Herschel G. Cole, Secretary, reelected; and Dr. Thomas M 
Edwards, Treasurer. 

Indian River Medical Society has elected Dr. John P. Gifford, 
Vero Beach, President; Dr. Frank A. Sica, Fellsmere, Vice- 
President; and Dr. William L. Fitts, III, Vero Beach, Secretary- 
Treasurer, reelected. 

Jackson County Medical Society has elected Dr. Daniel A. 


] 
( 

] 

I 

I 

I 

J 

n 

a 
B 

Cc 

V 
T 
D 

be 


Vol. 42 No. 4 


McKinnon, President; Dr. James T. Cook, Vice-President; and 
Dr. Francis M. Watson, Secretary-Treasurer, reelected. 

Lake County Medical Society has elected Dr. Leroy H. Oetjen, 
Leesburg, President; Dr. Glendy G. Sadler, Mt. Dora, Vice-Presi- 
dent; and Dr. William L. Musser, Mt. Dora, Secretary-Treasurer. 

Lee County Medical Society has elected Dr. Curtis R. House, 
President; Dr. Angus D. Grace, Vice-President; and Dr. Joseph 
L. Selden, Jr., Secretary-Treasurer. 

Madison- Suwanee County Medical Society has elected Dr. A. 
Franklin Harrison, Madison, President; Dr. Irby H. Black, Live 
Oak, Secretary, reelected; and Dr. John N. Sims, Live’ Oak, 
Treasurer. 

Manatee County Medical Society has elected Dr. Willis W. 
Harris, Bradenton, President; and Dr. Joseph A. Gibson, Palmetto, 
Secretary-Treasurer. 

Marion County Medical Society has elected Dr. Robert E. 
Thompson, Ocala, President; Dr. William H. Garvin, Jr., Dun- 
nellon, Vice-President; and Dr. Bertrand F. Drake, Ocala, 
Secretary-Treasurer, reelected. 

Monroe County Medical Society has reelected Dr. James B. 
Parramore, President; Dr. Allen S. Shepherd, Vice-President; 
and Dr. Wallace H. Mitchell, Secretary-Treasurer. 

Orange County Medical Society has installed Dr. Robert P. 
Henderson, President; and elected Dr. Hollis C. Ingram, Presi- 
dent-Elect; Dr. Dorothy D. Brame, Vice-President; Dr. Gerald 
W. Jones, Secretary; Dr. A. Fred Turner, Jr., Treasurer; and 
Dr. Walton B. Wall, Jr., Reporter. 

Palm Beach County Medical Society has elected Dr. William 
E. Bippus, President; Dr. Ralph M. Overstreet, Jr., Vice-Presi- 
dent; Dr. Cecil M. Peek, Secretary; and Dr. Frederick K. 
Herpel, Treasurer, all of West Palm Beach. 

Pasco-Hernando-Citrus has elected Dr. Donald G. Bradshaw, 
Zephyrhills, President; Dr. George R. Creekmore, Brooksville, 
Vice-President; Dr. William B. Moon, Crystal River, Vice- 
President; and Dr. W. Wardlaw Jones, Dade City, Secretary- 
Treasurer, reelected. 

Polk County Medical Society has elected Dr. Byron Y. Pen- 
nington, Lake Wales, President; Dr. Emmett E. Martin, Haines 
City, Vice-President; and Dr. John W. Vaughn, Secretary- 
Treasurer, reelected 

Putnam County Medical Society has elected Dr. Grover C. 
Collins, President; and Dr. Lawrence G. Hebel, Secretary- 
Treasurer. 

St. John’s County Medical Society has elected Dr. Reddin 
Britt, President; Dr. Donald T. Rankin, Vice-President; and 
Dr. S. Raymond Cafaro, Secretary-Treasurer, reelected. 

Dr. C. Burling Roesch, Jacksonville, has opened offices in 
Jacksonville, practice limited to general and thoracic surgery. 


DEATHS 


Dr. Bruce Fowler Butler, Hollywood, aged 61, died recently. 

Dr. James Grimes Thames, Milton, aged 64, died recently of 
heart disease. 

Dr. Alexander Porter Stewart, St. 


Petersburg, aged 68, died 
recently of coronary thrombosis. 


GEORGIA 


Appling County Medical Society has elected Dr. James A. 
Bedingfield, President; Dr. H. C. McCracken, Vice-President; 
and Dr. J. B. Brown, Jr., Secretary-Treasurer, all of Baxley. 

Banks County Medical Society has elected Dr. J. S. Jolley, 
Homer, Secretary-Treasurer. 

Burke County Medical Society has elected Dr. Charles G. 
Green, Waynesboro, President; Dr. W. W. Hillis, Sardis, Vice- 
President; and Dr. A. Bargeron, Waynesboro, Secretary- 
Treasurer. 

Dougherty County Medical Society has elected Dr. W. P. 
Rhyne, President; Dr. J. Z. McDaniel, Vice-President; and Dr. 
Paul T. Russell, Secretary-Treasurer, all of Albany. 

Elbert County Medical Society has elected Dr. A. S. Johnson, 
President; Dr. Carey A. Mickel, Jr., Vice-President; and Dr. 
John B. O’Neal, III, Secretary-Treasurer, all of Elberton. 

Emanuel County Medical Society has elected Dr. S. S. You- 
mans, President; Dr. R. G. Brown, Swainsboro, Vice-President; 
and Dr. H. W. Smith, Secretary-Treasurer. 

Franklin County Medical Society has elected Dr. Stewart D. 
Brown, Royston, President; and Dr. E. T. Poole, Lavonia, Sec- 
Tetary- “Treasurer. 

Glynn County Medical Society has elected Dr. Thomas W. 
Collier, Brunswick, President; Dr. Ira G. Townson, Sea Island, 
Vice-President; and Dr. L. Moore, Brunswick, Secretary- 
Treasurer. 

Hancock County Medical Society has elected Dr. 
President; 
both of Sparta. 


Horace 
and Dr. H. L. Earl, Secretary-Treasurer, 
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Jasper County Medical Society has elected Dr. F. S. Belcher, 
President; Dr. Albert Fisher, Jr., Vice-President; and Dr. E. M. 
Lancaster, Shady Dale, Secretary-Treasurer. 

Jenkins County Medical Society has elected Dr. A. P. Mulkey, 
Millen, President; Dr. W. G. Simmons, Sylvania, Vice-President; 
Dr. Cleveland Thompson, Millen, Secretary- Treasurer. 

Macon County Medical Society has elected Dr. Thos. M. 
Adams, Montezuma, Secretary-Treasurer. 

Randolph County Medical Society has elected Dr.. W. J. 
Williams, President; Dr. F. N. Harrison, Vice-President; and Dr. 
Charles McL. Mulherin, Secretary-Treasurer, all of Augusta. 

Tattnell County Medical Society has elected Dr. J. M. Hughes, 
Glennville, President; Dr. L. V. Strickland, Cobbtown, Vice- 
President; and Dr. W. C. McCarver, Glenville, Secretary- 
Treasurer. 

Telfair County Medical Society has elected Dr. C. J. Maloy, 
President; Dr. Frank R. Mann, Jr., Vice-President; and Dr. 
F. R. Mann, Secretary-Treasurer, all of McRae. 

Tilt County Medical Society has elected Dr. Carl S. Pittman, 
Jr., President; Dr. R. E. Jones, Vice-President; and Dr. K. 
Winston, Secretary-Treasurer, all of Tifton. 

Walton County Medical Society has elected Dr. Ernest Thomp- 
son, Monroe, President; Dr. M. W. Anderson, Social Circle, 
Vice-President; and Dr. Samuel J. DeFreese, Monroe, Secretary- 
Treasurer. 

Warren County Medical Society has elected Dr. H. B. Cason, 
President; Dr. F. L. Ware, Vice-President; and Dr. A. W. 
Davis, Secretary-Treasurer. 

Washington County Medical Society has elected Dr. William 
Rawlings, Sandersville, President; Dr. W. R. King, Tennille, 
Vice-President; and Dr. Marion W. Hurt, Sandersville, Secretary- 
Treasurer. 

Whitfield County Medical Society has elected Dr. John H. 
Venable, President; Dr. Truman W. Whitfield, Vice-President; 
and Dr. H. J. Ault, Secretary-Treasurer, all of Dalton. 

Cobb County Medical Society has elected Dr. Alfred Col- 
quitt, Jr., Marietta, President; Dr. Wm. H. Benson, Vice- 
President; and Dr. E. A. Musarra, Secretary-Treasurer. 

Georgia Medical Society has installed Dr. John L. Elliott, 
President; and has elected Dr. H. M. Kandel, President-Elect; 
Dr. R. O. Bowden, Vice-President; and Dr. Samuel Youngblood, 
Jr., Secretary-Treasurer. 

DeKalb County Medical Society has elected Dr. Lawrence 
P. Matthews, President; Dr. John E. Beck, Vice-President; and 
Dr. F. C. Powell, Secretary-Treasurer. 

Habersham County Medical Society has elected Dr. J. L. 
Walker, Clarksville, President; Dr. D. H. Garrison, Clarksville, 
Vice-President; and Dr. Joe J. Arrendale, Cornelia, Secretary- 
Treasurer. 

Dr. M. Fernan-Nunez, for the past several years pathologist 
at Milledgeville State Hospital, Milledgeville, has resigned to 
accept a position as Head of the Pathology Department of 
Administration Hospital, Dublin. 

George L. Epps, Bainbridge, recently became a member 
of "ae staff at the University of Virginia Department of Medi- 
cine, Charlottesville, Virginia. 

Dr. W. E. Baldwin, a native of Due West, South Carolina, 
has been appointed Tri-County Health Officer for Habersham, 
Rabun and Stephens counties with headquarters in Toccoa. 

Dr. Louis Berger, Atlanta, has opened an office, practice 
limited to the eye. 

Dr. Henry R. Butler, Jr., formerly of Atlanta, is on the 
staff of the Methodist Hospital of Southern California, Los 
Angeles, California. 

Dr. Benjamin P. Gilbert has opened an office at Gainesville, 
practice limited to pediatrics. 

Grady Memorial Hospital, Atlanta, will set up a heart disease 
treatment and research program, the first of its kind in the 
nation. Dr. Roy W. McGee, Fulton County Public Health 
Director, Atlanta, will administer the project cooperation with 
the Department of Cardiology of Emory University School of 
Medicine, headed by Dr. R. Bruce Logue, Atlanta, the unit 
being financed with a grant of $16,000 by the United States 
Public Health Service. 

Dr. Harry Hutchins, Buford, is largely responsible for the 
William Hutchins Memorial Hospital, Buford, opened recently 
and named for his father, Dr. William J. Hutchins, who has 
given thirty-six years ministering to patients of Buford and 
Gwinnett County. 

Dr. Spencer A. Kirkland, Atlanta, has been appointed a mem- 
ber of the State Board of Health and will represent the Fifth 
District. 

Dr. Thomas G. Peacock succeeds Dr. Sam A. Anderson as 
Superintendent of the Milledgeville State Hospital, Milledgeville. 

Dr. Robert A. Pumpelly, Waycross, is associated with the 
Ritch-Leaphart Hospital, Jesup, for the general practice of medi- 
cine and obstetrics. 
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Dr. A. F. Saunders, Valdosta surgeon, will take over man- 
agement of the Louis Smith Memorial Hospital, Lakeland, and 
Dr. I. S. Giddens, Adel, will be resident physician on the hos- 
pital staff. 

Dr. William R. Thompson, Atlanta, has opened an office for 
the practice of obstetrics and gynecology. 

Dr. Frank Vinson, Fort Valley, has been reappointed to serve 
on the staff of Mercy Hospital, Macon. 


DEATHS 


Dr. George Otis Castellaw, Commerce, aged 64, died recently. 
Dr. Wilson Jackson Smith, Forsyth, aged 70, died recently. 
Dr. Howard Gilbert Wallis, Columbus, aged 66, died recently. 


KENTUCKY 

Bell County Medical Society has elected Dr. Ed. Wilson, Jr., 
President; Dr. Arch M. Carr, Vice-President; and Dr. C. W. 
Schaeffer, Secretary-Treasurer. 

Daviess County Medical Society has elected Dr. R. Haynes 
Barr, President; Dr. F. Hays Threlkel, Vice-President; and Dr. 
Robert W. Smith, Secretary-Treasurer. 

McCracken County Medical Society has elected Dr. Eugene L. 
D. Balke, President; Dr. Charles B. Billington, Vice-President; 
Dr. W. Keith Sloan, Secretary; and Dr. E. W. Jackson, Treasurer. 

Shelby-Oldham Medical Society has elected Dr. A. D. Doak, 
Shelbyville, President; Dr. H. B. Mack, Pewee Valley, Vice- 
President; and Dr. C. C. Risk, Shelbyville, Secretary-Treasurer. 

Dr. L. A. Bible will be associated with Dr. William Hand, 
Jackson, Mississippi, practice limited to surgery and gynecology. 

Dr. Abraham Wikler, Lexington, has entered private practice 
after resigning as neuropsychiatrist at the U. S. Public Health 
Service Hospital. 

Dr. Harold Redd, Jr., Lexington, and Miss Phyllis Virginia 
Anderson were married recently. 

Dr. John W. Moore, Dean, University of Louisville School of 
Medicine, Louisville, has requested retirement to become effective 
in June. 

F Tracy Jones, Harlan, succeeds Dr. Richard B. Fulks as 
Director of Division of County Health Work, Kentucky State 
Department of Health, and Dr. Jones will also act as Deputy 
Health Commissioner. 

Dr. John J. Phair has resigned as Director, Louisville-Jefferson 
County Board of Health and Head, Department of Preventive 
Medicine and Public Health at the University of Louisville 
School of Medicine, Louisville, to join the faculty of the Uni- 
versity of Cincinnati College of Medicine, Cincinnati, Ohio, 
where he will also devote his time to study and research. 


DEATHS 


Dr. Jacob Nathaniel Bailey, Paducah, aged 65, died recently 
of coronary occlusion. 

Dr. Aretaeus Kirk, Philpot, aged 76, died recently of hyper- 
trophy of the prostate. 

Dr. Inez Lapsley, McAtee, aged 74, died recently of heart disease. 

Dr. Stonewall Jackson Martin, Bowling Green, aged 82, died 
recently of pneumonia. 


LOUISIANA 


Evangeline Parish Medical Society has elected Dr. Robert 
B. Thompson, President; Dr. Gordon E. Soileau, Vice-President; 
and Dr. Reed A. Fontenot, Secretary-Treasurer, all of Ville Platte. 

Lafayette Parish Medical Society has elected Dr. W. Melancon, 


Carencro, President; Dr. Donald B. Williams, Lafayette, Vice- 
President; and Dr. Edgar P. Breaux, Lafayette, Secretary- 
Treasurer. 

Natchitoches Parish Medical Society has elected Dr. Joseph 
Bath, President; Dr. E. Preston Ferguson, Vice-President; and 


Dr. James V. Kaufman, Secretary-Treasurer, all of Natchitoches. 

Pointe Coupee Parish Medical Society has elected Dr. F. F. 
Rougon, New Roads, President; Dr. J. M. Mosely, New Roads, 
Vice-President; and Dr. Anna Plauche, Morganza, Secretary- 
Treasurer. 

Second District Medical Society has elected Dr. Joel B. Gray, 
New Orleans, President; Dr. Wm. K. Gauthier, Metairie, Vice- 
President; and Dr. Adrian B. Cairns, New Orleans, Secretary- 
Treasurer. 

Dr. William W. Frye has been appointed new Dean of the 
Louisiana State University School of Medicine, New Orleans, 
effective June 1, being recommended unanimously by an advisory 
group. He is Director of the Division of Graduate Medicine, 
Professor of Tropical Medicine and Public Health, and Assistant 
Dean now of the Medical School. 

Dr. Charles E. Dunlap, Professor of Pathology, Tulane Uni- 
versity of Louisiana School of Medicine, New Orleans, has been 
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appointed Advisory Editor, Cancer Research, the official publica- 
tion of the American Association for Cancer Research. 

Dr. Robert G. Health was appointed on February 1 as Chair- 
man of the Department of Psychiatry and Neurology, Tulane 
University School of Medicine, New Orleans. He formerly was 
Instructor in Neurology, College of Physicians and Surgeons, 
Columbia University, New York City. 

DePaul Sanitarium, New Orleans, has installed Dr. Theo L. L. 
Soniat, President of the staff; Dr. Henry O. Colomb, Vice- 
President; Dr. Louis J. Dubos, Secretary-Treasurer; and ap- 
pointed Dr. Walter J. Otis, Neuropsychiatrist-in-Chief of the 
Board of Directors. 


MEDICAL NEWS continued on page 66 


Classified Advertisements 


MEMORIAL CANCER CENTER offers two-year residencies in 
anesthesiology to graduates from approved Medical Schools who 
have had at least one year of approved internship. One-year 
Fellowships in Anesthesiology available to physicians who have 
completed at least one year of training in anesthesiology. For 
further information write to Dr. Olga Schweizer, Memorial Hos- 
pital, 444 East 68th Street, New York 21, New York. 


WANTED—Graduates Class A medical school, member good 
standing medical association, for mental hospital. Age limit 60. 
Experience in psychiatry desirable but not essential. Nice resi- 
dences. Two colleges in immediate vicinity. Submit full informa- 
tion, three references and recent small photograph in first letter. 
Address P. O. Box 325, Milledgeville, Georgia. 


FOR SALE in Florida City of 25,000 population, modern office 
equipment cennected with a $25,000 practice. Retiring May 1, 
1949, Contact RSR, c/o SMJ. 


There is an active duty billet open for a Naval Reserve Medical 
Officer at the Naval Air Station, Birmingham, Alabama. A Flight 
Surgeon is preferred, but this is not a requirement. Active duty 
pay of rank held, longevity, and $100.00 per month extra com- 


pensation. Flight Surgeon would receive 50 per cent of base pay 
additional as flight pay. Contact C. O., N.A.S., Birmingham, 
Alabama. 


ROTATING INTERNSHIPS and a general residency available 
July 1 to graduates of approved medical schools. 250 bed gen- 
eral hospital approved by AMA and ACS. Stipend $100 and 
$200 per month, plus maintenance. Wheeling Hospital, Wheel- 
ing, West Virginia. 


FOR SALE-—Eye, Ear, 
ment. Excellent Central Carolina location. 
with 100,000 population 
KDK, c/o SMJ. 


Nose and Throat practice and equip- 
Population 25,000 
in a radius of twenty miles. Write 


We cover the South for Medical personnel. Write us your needs 
and give us an opportunity to fill your vacancies. Write Mrs. 
Stewart R. Roberts, Medical Placement and Mailing Service, 768 
Juniper Street, N.E., Atlanta, Georgia. 


HEALTH OFFICERS—Vacancies in County and District Depart- 


ments. Salary, $6,600 to $8,500, based upon training and experi- 
ence. Must be licensed or eligible for licensure in North Caro- 
lina. Opportunity for advancement based on merit. Write Dr. 


J. W. R. Norton, State Health Officer, Raleigh, North Carolina. 


WANTED—By fifty bed capacity Georgia hospital, nurse, one 
hundred fifty to two hundred dollars; laboratory and X-Ray 
Technician, two hundred to three hundred dollars and mainten- 
ance. Nurses’ home conveniently located to hospital, recently 
remodeled. New furnishings. Modern heating system. Address 
inquiries to PHS, c/o Southern Medical Journal. 


CONVALESCENT HOME or NEUROPSYCHIATRIC HOTEL— 
Permanent construction; thirty (30) bedrooms, fifteen (15) baths, 
comfortably furnished and well equipped as hotel; can be readily 
adapted for sanatorium purposes; located on high ground near 
ocean; surf bathing, boating, fishing, and other recreation facili- 
ties. Available for immediate occupancy. Terms: one-third less 
than cost of construction; possible to finance at part of purchase 
price. Owner selling because of other business interest and im- 


paired health. Address: C. Wayne Cox, 81 Queen Street, Charles- 
ma, 
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the psychology of £ good tonic 
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For the elderly patient, the benefit of a 
good tonic is not entirely limited to its 
tone-restoring and appetite-stimulating effects. 


Most physicians know how much the little ritual 


of taking each pre-meal dose of Eskay’s 


Theranates can brighten “the endless, daily, 


dull routine”’ of the elderly patient’s life. 


And—of great importance—“‘his tonic” is an 
ever-present symbol of the reassuring and 
comforting fact that he is “in the care 


of his physician.” 


Smith, Kline & French Laboratories, Philadelphia 


Each adult dose, 2 fluid drams (2 teaspoonfuls), 
contains: 


Vitamin B; (thiamine hydrochloride) 

(250 U.S.P. Units) ...... 0.75 mg. 
Strychnine glycerophosphate, 

Sodium glycerophosphate .... 2 grains 
Calcium glycerophosphate ... . 2 grains 
Phosphoric acid, 75% ...... 1.7 minims 


Available in 12 fl. oz. bottles. 


Eskay’s Theranates 


The formula of famous NeEuRO PHOSPHATES 


plus ViraMin 
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TA B L LETS. 


Phormaceutical Division 

HOMEMAKERS’ PRODUCTS CORPORATION 
380 Second Avenue, New York 10, N. Y. 
36-48 Caledonia Road, Toronto 10, Canada 
Please send me, without cost, literature and samples of DIAPARENE Tablets 
and Ointment to eliminate couse of diaper rash (ammonia dermatitis) and as 
@n adjunct treatment and deodorant for the side effects of incontinence. 


MAIL THIS COUPON TODAY 


Continued from page 358 


Hotel Dieu, New Orleans, has elected Dr. E. A. Socola, Presi- 
dent; Dr. Edward Matthews, Vice-President; Dr. C. J. Tripoli, 
Secretary-Treasurer. 

Mercy Hospital, New Orleans, has installed Dr. Carroll F. 
Gelbke, President; Dr. C. F. Bellone, Vice-President; Dr. 
Everett L. Drewes, Secretary; and Dr. Henry Leidenheimer, 
Treasurer. 

Eye, Ear, Nose and Throat Hospital, New Orleans, has elected 
Dr. William A. Wagner, President of the Medical Staff; and 
Dr. Adrian B. Cairns, Secretary, reelected. 

Dr. Lawrence Stanley Bodziner, New Orleans, and Miss Dena 
Yaschik, Charleston, South Carolina, were married recently. 


DEATHS 


Dr. Charles Williams Lewis, Eunice, aged 53, died recently. 

Frank Raymond Gomila, New Orleans, aged 62, died re- 
cently. 

Dr. George H. Upton, New Orleans, aged 67, died recently. 

Dr. Thaddeus Park Bell, New Orleans, aged 73, died recently 
of coronary thrombosis with infarction. 

Dr. Ransom Andrew Nockton, Jr., Crowley, aged 34, died 
recently of burns received in a fire of undetermined origin. 

Dr. Lewis Henry Pirkle, Shreveport, aged 75, died recently of 
heart disease. 


MARYLAND 


Baltimore City Medical Society has elected Dr. Albert E. 
Goldstein, President; Dr. John M. T. Finney, Jr., Vice-President; 
Dr. Lewis P. Gundry, Secretary; Dr. J. Albert Chatard, Treas- 
urer; and on Board of Censors, Dr. John T. King. 

Johns Hopkins. Medical and Surgical Association, at its recent 
biennial convention, elected Dr. Gilbert Horrax, Boston, Massa- 
chusetts, President, succeeding Dr. Hugh J. Morgan, Nashville, 
Tennessee. 

Dr. F. Kenneth Albrecht, Baltimore, has resigned as Medical 
Editor, Williams and Wilkins Company, Baltimore, and has been 
appointed Director of the Division of Tuberculosis Control, Kan- 
sas State Board of Health, Topeka, Kansas. 

The Robert Gould Research Foundation, Cincinnati, Ohio, has 
made a grant-in-aid of $5,000 for research in 1949 which will be 
used by Dr. Elmer V. McCollum, Sc.D., Professor Emeritus 
of Biochemistry at the Johns Hopkins University School of Medi- 
cine and Public Health, Baltimore. 

Dr. Merrill Frederick Nelson, Baltimore, and Miss Margaret 
per Weskett, New Bern, North Carolina, were married 
recently. 


DEATHS 


Dr. Samuel Weinberg, Baltimore, aged 68, died recently of 
coronary occlusion. 

Dr. William Hollis Bradford, Chevy Chase, aged 47, died re- 
cently of carcinoma of the colon. 


MISSISSIPPI 


North Mississippi Hospital has elected on its staff the follow- 
ing officers for this year: Dr. L. L. McDougal, Chairman; Dr. 
B. C. Cantrell, Vice-Chairman; and Dr. F. K. Tatum, Secretary- 
Treasurer. 

Dr. Wallace Arnold Hull and Miss Joyce Burton, both of 
Indianola, were married recently. 


DEATHS 


Dr. John Edward Ellis, West Point, aged 64, died recently of 
a heart attack. 

Dr. George McMurtry Melvin, Gulfport, aged 63, died recently. 

Dr. Jonah Nichols, Gulfport, aged 82, died recently following 
a heart attack. 


MISSOURI 


South Central Counties Medical Society has elected Dr. Garrett 
Hogg, Cabool, President; Dr. T. J. Burns, Houston, Vice-Presi- 
dent; and Dr. A. C. Ames, Mountain Grove, Secretary and 
Treasurer. 

Grundy-Davies County Medical Society has elected Dr. Joseph 
M. Quisito, President; Dr. E. J. Mairs, Vice-President; and Dr. 
E. A. Duffy, Secretary and Treasurer, all of Trenton. 


Continued on page 68 
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Picture the 
| 

_ patients progress 
...with photograph...after photograph 


Whatever the problem—if a photographic 
record is to be made—Kodak provides an answer. For 
example: negative materials for black-and-white re- 
production come in different types of color sensitiv- 
ity ... orthochromatic, panchromatic, infrared; in 
various speeds and contrasts; in sheets, packs, rolls, 
and plates to fit the different cameras. For further 
information about black-and-white negative ma- 
terials, see your nearest photographic dealer . . . 
or write to Eastman Kodak Company, Medical 
Division, Rochester 4, N. Y. 


Major Kodak products for the medical profession 


X-ray films; x-ray intensifying screens; x-ray processing 
chemicals; electrocardiographic papers and film; cameras— 
still. and motion-picture; projectors—still- and motion- 
picture; enlargers and printers; photographic films—color 
and black-and-white (including infrared); photographic pa- 
pers; photographic processing chemicals; synthetic organic 
chemicals; Recordak products. 


AT CAMERA LEVEL 


Light A is 
placed higher 
than the cam- 
era. Light B is at camera level and 
is twice the distance of light A 
from the subject. 


Serving medical progress through 
Photography and Radiography 


“KODAK” IS A TRADE-MARK 
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ports summarized below: 


50 patients 6 weeks to 6 months postpartum replied toa 


questionnaire as follows:! 


Plastishield 


technic of 
aseptic breast care 
approved by 


nursing mothers 


The new Plastishicld technic of postpartum breast care is 
well liked by patients. This fact is borne out by the re- 


1. Are Plastishields comfortable to wear? 


2. Do Plastishields prevent soiling of clothes by milk 


leakage? 


YES 88% NO 12% 
3. Do Plastishields prevent nipple irritation? 


YES 98% NO 


1,000 patients in 5 hospitals answered the same questions 


as follows:2 


2% 


QUESTION #1 YES91% NO 9% 
QUESTION #2 YES 75% NO 25% 
QUESTION #3 YES 98% NO 2% 


Thus it will be seen that Plastishields encourage 


breast feeding because they: 


1. Protect the nipple and areola from sore- 


ness and fissuring 


2. Are conveniently and comfortably worn 
3. Are characterized by greater cleanli- 


ness than other methods 


Plastishield, inc. 


MINNEAPOLIS, MINNESOTA 


1. McKenzie, C. H.: The Use of Plastic Nipple 
Shields for the L actating Breast, Journal-Lan- 


cet, 68:199 (May) 1948. 


2. Abramson, M.: Breast Feeding the a. 


Gen. Practice C linics, (Oct.) 1947, p. 


PATENT APPLIED FOR AND TRADEMARK REGISTERED IN 


UNITED STATES 


Continued from page 66 


Barton-Dade County Medical Society has elected Dr. Rudolf 
Knapp, Golden City, President; Dr. Edmond Guldner, Lamar, 
Vice-President; and Dr. Vern T. Bickel, Lamar, Secretary- 
Treasurer. 

Dr. Joseph C. Jaudon, St. Louis, was recently elected Presi- 
dent, Washington University Medical Society, and Dr. A. N. 
Arneson, St. Louis, was elected a member of the Council. 

American Surgical Association will hold its meeting in St. 
Louis, April 20-22. Dr. Nathan Womack, University of Iowa, 
Iowa City, Iowa, is Secretary. 

Dr. Ray O. Gillies, Jr., and Miss Rachel Florence Koch, both 
of St. Louis, were married recently. 


DEATHS 


Dr. John Robert Crawford, Blue Springs, aged 79, died recently 
of arteriosclerotic heart disease and amputation of a right ex- 
tremity. 

Dr. Julian De Voine Guyot, Jefferson City, aged 64, died 
recently of pneumonia. 

Dr. Luther Scott James, Blackburn, aged 72, died recently 
of coronary occlusion. 

Dr. Wheeler Scott McCall, St. Louis, aged 61, died recently 
of hypertension and myocardial infarction. 

Dr. Hiram Edward Silverstone, Kansas City, aged 72, died 
recently of ventricular fibrillation. 

Dr. Clarence H. Bulkley, LaPlata, aged 65, died recently. 

Dr. Charles A. George, Springfield, aged 67, died recently. 

Dr. Clinton K. Smith, Kansas City, aged 65, died recently. 

Dr. William J. Doyle, St. Louis, died recently. 

Dr. Frank R. Morley, Sedalia, aged 70, died recently. 

Dr. James E. Smith, Rolla, aged 60, died recently. 

Dr. Arnold L. Meredith, Prairie Home, aged 69, died recently. 

Dr. Robert J. Curdy, Kansas City, aged 80, died recently. 


NORTH CAROLINA 


Forsyth County Medical Society has elected Dr. George T. 
Harrell, President; Dr. Carlton N. Adams, First Vice-President; 
Dr. E. C. Gilbert, Second Vice-President; and Dr. Charles R. 
Welfare, Secretary-Treasurer. 

Tredell-Alexander Counties Medical Society has elected Dr. Leo 
B. Skeen, Mooresville, President; Dr. Paul M. Deaton, States- 
ville, Vice-President; and Dr. Ernest Ward, Statesville, Secretary- 
Treasurer. 

Union County Medical Society has elected Dr. George G. 
Oleen, President; Dr. J. H. Neese, First Vice-President; Dr. C. T. 
Peoples, Second Vice-President; and Dr. Clem Ham, Secretary 
and Treasurer. 

Warren County Medical Society has elected Dr. F. P. Hunter, 
President; Dr. W. D. Rodgers, Vice-President; and Dr. H. H. 
Foster, Secretary-Treasurer. 

r. E. D. Peasley, Asheville, has been elected President, North 
Carolina Pathological Society and Chairman of the Section on 
Pathology of the Medical Society of the State of North Carolina. 

Dr. Leslie M. Morris has opened offices in Gastonia for the 
practice of radiology and has joined the staff of the Gastonia 
Hospital as radiologist. 

Dr. Roswald B. Daly has opened an office at Kinston for the 
general practice of medicine. 

Dr. J. Taylor Brooks and Dr. Jean Bailey Brooks have opened 
offices in Greensboro, for the practice of internal medicine and 
of obstetrics and gynecology, respectively. 

Southeastern Allergy Association at a recent meeting elected 
Dr. Oscar Swineford, Durham, President; and Dr. Oscar Hansen- 
Pruss, University, Vice-President. 

Dr. Ned M. Shutkin, Durham, has been appointed full-time 
Instructor in Orthopaedic Surgery at Yale University, New Haven, 
Connecticut. 

Dr. Hurts Bunn Hatch, Raleigh, and Miss Frances Gail Buchtel 
were married recently. 

Dr. James Manly, Jr., Goldsboro, and Miss Dorothy Turner 
Hawthorne, Winchester, Virginia, were married recently. 


DeaTHs 


Dr. James McGehee McAnally, Reidsville, aged 46, died re- 
cently of coronary thrombosis. 

Dr. Alexander Hamilton Stevens, Jr., New Bern, aged 43, died 
recently following an automobile accident. 

Dr. William Franklin Smith, Chadbourne, aged 72, died re- 
cently of heart disease. 

Dr. Andrew E, Bell, Mooresville, aged 81, died recently. 

Dr. Ross Simonton McElwee, Statesville, aged 70, died recently. 


Continued on page 70 
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REACO PRODUCTS 


DurHAM, NorTH CAROLINA 


Dear Doctor: 


Excellent formulae which are reasonably priced are a tradition with our products. 


You may prescribe with confidence REAVITA Capsules and A.E.P. Tablets. 


Reavita Capsules A.E.P. Tablets 
Each capsule contains: Each tablet contains: 
Vi in A 5000 U.S.P. i 
Vitamin D 1000 Units Aminophyllin Ges. 


Icium Pantothenate 
Riga 


Ask your druggist to keep a supply on hand fer your prescriptions. 
Kindest personal regards, 


I. T. Reamer, President 


"my choice of therapy for routine use 
even in the most difficult cases.” 
—Physician 

®teaspoon dosage is easier and pleas- 


ant to take . .. and more economical.”” 
—Patient 


AN EMULSION WITH BREWERS YEAST 


OTIS E. GLIDDEN & CO., INC., EVANSTON, ILLINOIS 


Mail this ad with your Rx blank 
for a generous trial supply. 
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Continued from page 68 
OKLAHOMA 


Carter County Medical Society has elected Dr. Roger Reid, 
President; Dr. H. A. Higgins, Vice-President; and Dr. Royce 
Means, Secretary-Treasurer. 

Ottawa County Medical Society has elected Dr. Rex M. Gra- 
ham, President; Dr. L. P. Hetherington, Vice-President; and Dr. 
William Jackson Sayles, Secretary-Treasurer. ; 

Creek ee — Society has elected Dr. Frank Sisler, 
Jr., President; J. F. Curry, Vice-President; and Dr. Carl 
W. Bowie, RE Treasurer. 

Comanche County Medical Society has elected Dr. Walter 
Wicker, President; Dr. O. L. Parsons, Vice-President; and Dr. 
Charles E. Green, Secretary-Treasurer. 

Jackson County Medical Society has elected Dr. J. P. Irby, 
President; Dr. Willard Holt, President-Elect; and Dr. Charles 


Tefertiller, Secretary. 


There | - 


A few turns of the 
handle quickly purees 
cooked vegetables and 
fruits fine enough for in- 
fant foods and adult smooth 
diets. Strains and separates all 
skins, seeds, fibres. Handy one 
quart Baby Size Foley Food Mill 
$1.69. Two quart Household Size 
$1.98. Sold at Department and 
Hardware Stores. 


Professional offer to Doctors 
only (either size), $1.25 postpaid 
*Trade Mark Reg. U. S. Pat. Off. 


Guaranteed > 
‘ood Housekeeping 


PROFESSIONAL 


FOLEY MFG. CO. 
{3317-4 N. E. Sth St., Minneapolis, Minn. 
As per Professional Offer to Doctors only, | enclose $1.25 
for | Foley Food Mill. 

0 Baby Size 
| Household Size 
Doctor. 
Address. 


OFFER 


April 1949 


Kingfisher County Medical Society has reelected Dr. H. Violet 
Sturgeon, President; and Dr. Henry C. Trzaska, Secretary. 

Oklahoma County Medical Society has installed Dr. Onis G. 
Hazel, President. 

Northwestern Counties Medical Society has elected Dr. R. G. 
age aa 4 President; Dr. Edward McGrew, Vice-President; and 

C. W. Tedrowe, Secretary-Treasurér. 

oo County Medical Society has elected Dr. Roy J. Melender, 
President; Dr. K. D. Jennings, Vice-President; and Dr. P. S$ 
Anderson, Secretary, reelected. 

Payne-Pawnee County Medical Society has elected Dr. Howard 


Puckett, President; Dr. M. L. Saddoris, Vice-President; and Dr. 
O. M. Rippy, Secretary-Treasurer. 
Tulsa County Medical Society has elected Dr. John E. Mc- 


Donald, President; Dr. Showman, Vice-President; and 
Dr. John G. Matt, Secretary-Treasurer. 

Dr. F. M. Adams, Jr., Nowata, Chief of Staff of the new 
Nowata Hospital, has been elected President, Washington-Nowata 
County Medical Society. 

Dr. William T. Gill, 
View Hospital staff. 

Dr. W. H. Smith, a graduate of the University of Oklahoma 
Medical School, is practicing in Lindsay. 

Dr. P. A. MacKercher has been elected Chief of Staff, Ponca 
City Hospital. 

Dr. Mel Anchell, formerly of Mangum, is diagnostician at a 
in Liberty. 

M. L. Henry, McAlester, 
Staff, Albert Pike Hospital. 

Dr. James O. Asher, Ardmore, has been elected Chief of Staff, 
Ardmore Sanitarium and Hospital. 

Dr. David Fried, Blackwell, has purchased a new office build- 
ing and will enlarge his office. 

Dr. Earl Woodson, Poteau, was elected to the International 
College of Surgeons at the recent meeting held in St. Louis, 
Missouri. 


Ada, has been elected President, Valley 


has been reelected Chief of 


DEATHS 


Dr. J. I. Derr, Waurika, aged 75, died recently. 
Dr. J. J. Hipes, Coalgate, aged 69, died recently. 
Dr. L. T. Lancaster, Cherokee, aged 69, died recently. 
t. Walter Henry Livermore, Chickasha, aged 71, died recently. 
Dr. Frank H. Norwood, Lincoln, aged 76, died recently. 
Dr. Harris Pierce Price, Tulsa, aged 61, died recently. 
Dr. L. C. White, Adair, aged 76, died recently. 


SOUTH CAROLINA 


South Carolina Medical Association will hold its next annual 
meeting at Myrtle Beach, Ocean Forest Hotel, May 17-19. 

Third District Medical Society has elected Dr. Delmar O. 
Rhame, Clinton, President; Dr. A. E. Poliakoff, Abbeville, Vice- 
President; and Dr. John W. Bell, Greenwood, Secretary-Treasurer. 

Horry County Medical ag 4 has elected Dr. J. D. Thomas, 
President; Dr. Cary Durant, J. D. Gillans and Dr. W. K. 
Rogers, Vice-Presidents; and 9 rs C. Smith, Conway, Secretary- 
Treasurer. 

Dr. Grady Callison has resigned as Director, Division of Local 
Health Services of the State Board of Health, and is Director, 
Anderson County Board of Health. 

Dr. George W. Brunson, formerly with the resident staff of 


Continued on page 72 
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: proved by test and taste 


IN PROTEIN 
SUPPLEMENTATION 


TESTS demonstrate: high bio- 
logical value in growth studies; all 
recognized essential amino acids 
provided in significant quantities. 


ammoids 
BRAND OF AMINOPEPTODRATE. TASTE and adaptability to @ 


variety of vehicles ensure patient- 
acceptance. 


SUPPLIED: Bottles containing 
6 also I-Ib., 5-Ib., and Particularly valuable when the 


10-Ib. containers. patient has difficulty in utilizing 
adequate amounts of protein from 
natural food sources such as may 
occur at times in pregnancy and 
lactation, gastrointestinal dis- 
orders, convalescence, diarrhea 
THE ARLINGTON CHEMICAL COMPANY in children, chronic malnutrition, 
YONKERS 1 NEW YORK and in aged patients. 


Your answer to Quicker, 
Easier, More Accurate 
Ophthalmoscopy 

and Retinoscopy. 


Here they ae! 


the AO Giantscope and 
NEW Giant Retinoscope 
in One, Handy 
COMPACT CASE 


*@® POLAROID CORP. 


Three distinctive advantages are yours in lumination for more efficient observation of 
having these diagnostic instruments in one the fundus—The Giant Retinoscope with 
handy case. Examinations are QUICKER _ its non-silvered mirror that reduces the in- 
because both instruments are at your finger- _ tensity of the light entering the patient's eye, 
tips at all times; EASIER because there is while providing a more easily observable re- 
no need of adjusting the light rheostat when flex, and its new handle with built-in resistor $ 
changing instruments (both use the same _ that reduces the 5.8 volt initial current to the 
5.8 initial voltage); MORE ACCURATE be- correct 2.7 volts for retinoscopy. See these 
cause of greater efficiency and uniformity advantages—test the instruments in your own 
of illumination. office. Call your American Optical Company 

Here you have two fine AO instruments: Sales Representative for a demonstration. 
The famous Giantscope with its Polaroid* 
discs that eliminate annoying corneal re- 
flexes, yellow and red-free filters that pro- 


vide unusually clear views of the fundus, American 0) Optical 


and a 5.8 volt lamp that gives increased il- Company 
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the South Carolina Sanatorium, State Park, recently began a 
residency in roentgenology at the Columbia Hospital, Columbia. 

South Trudeau Society at its recent annual meeting elected Dr. 
J. Gordon Seastrunk, President. Dr. S. E. Miller, Georgetown, 
is Secretary. 

Dr. Heyward Hutchinson Fouche, recently a teaching Fellow 
in obstetrics and gynecology at the Medical College of Charles- 
ton, is associated with his uncle, Dr. M. E. Hutchinson, in the 
practice of obstetrics and gynecology. 

Dr. Charles Sinclair McCall, Jr., Bennettsville, and Miss Jessica 
Thomas, Roanoke, Virginia, were married recently. 

Dr. John Richard Sosnowski, Charleston, and Miss Elizabeth 
Wright Tyson, Baltimore, Maryland, were married recently. 

Dr. Wilson Greene, Jr., Sumter, and Miss Anne Porcher 
Gregorie, Charleston, were married recently. 

Dr. J. Warren White, Greenville, was recently sent on an 
yd flying trip to Hawaii by the Surgeon General of the 

rmy. 


DEATHS 
Dr. John Robert Belk, Kershaw, aged 70, died recently of heart 
disease. 


Dr. John P. Du Pre, Fountain Inn, aged 76, died recently of 
hypertrophic arthritis and melanoma. 

Dr. Lonie Clarence Floyd, Olanta, aged 66, died recently of 
coronary occlusion. 

= John Henry Miller Madden, Columbia, aged 35, died re- 
cently. 


TENNESSEE 


Dr. R. L. Sanders, head of the Sanders and Sanders Clinic, 
Professor of Surgery, University of Tennessee College of Medicine, 
President of the staff at the Baptist Hospital, Memphis, and 
Councilor from Tennessee of the Southern Medical Association, 
has been elected President of the Western Surgical Association. 

Anderson County Medical sag 4 has elected Dr. G. B. Brown, 
La Follette, President; and Dr. R. C. Pryse, La Follette, Secre- 
tary-Treasurer. 


You, too, can help 
through Your 
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Dickson County Medical Society has elected Dr. L. C. Jack- 
son, President; Dr. W. A. Crosby, Vice-President; and Dr. Mary 
Baxter Cook, Secretary-Treasurer, all of Dickson. 

Giles County Medical Society has elected Dr. F. B. Hulme, 
President; Dr. J. U. Speer, Vice-President; and Dr. R. W. Money, 
Secretary-Treasurer, all of Pulaski. 

Hamblen County Medical Society has elected Dr. L. W. 
Nabers, Morristown, President; Dr. S. C. Fain, Jefferson City, 
Vice-President; and Dr. D. J. Zimmerman, Morristown, Secre- 
tary-Treasurer. 

Henry County Medical Society has elected Dr. R. Graham 
Fish, President; Dr. A. C. Dunlap, Vice-President; and Dr. 
J. Ray Smith, Secretary-Treasurer, all of Paris. 

Knox County Medical Society has installed Dr. John H. Lasher, 


Knoxville, President; and has elected Dr. Jarrell Penn, Knox- 
ville, President-Elect; Dr. Joe L. Raulston, Fountain City, Vice- 
President; and Dr. Ralph H. Monger, Knoxville, Secretary- 
Treasurer. 


Putnam County Medical Society has elected Dr. W. A. Hens- 
ley, President; Dr. K. L. Haile, Vice-President; and Dr. Thur- 
man Shipley, Secretary, all of Cookeville. 

Weakley County Medical Society has elected Dr. A. A. Spark- 
man, President; and Dr. R. W. Brandon, Jr., Secretary, both 
of Martin. 

Dr. John K. Crawford, Nashville, announces the opening of 
offices, practice limited to plastic and reconstructive surgery. 

Dr. Lattie B. Painter, Jr., Chattanooga, and Miss Margaret 
Elizabeth Jack, Knoxville, were married recently. 


DEATHS 


Dr. Walter Thomas Swink, Memphis, aged 78, died recently. 

Dr. Lewis Reynolds Polk, Memphis, aged 63, died recently. 

Dr. Charles F. Mooney, Knoxville, aged 78, died recently. 

Dr. George Elbert Bogart, Sherwood, aged 65, died recently. 

Dr. John Alexander Price, Jasper, aged 68, died recently of 
cerebral hemorrhage. 

Dr. William C. McClain, Knoxville, aged 66, died recently of 
a granulocytic neutropenia. 

Dr. Harry Gray McNamee, Jr., 
cently of glioblastoma. 

Dr. James Patrick Owens, Memphis, aged 61, 
coronary occlusion. 

Dr. Holland McTyeire Tigert, Nashville, aged 68, died recently. 

Dr. Lionel Bernard Watkins, Nashville, aged 71, died recently 
of cirrhosis of the liver, chronic nephritis and hypertension. 


Memphis, aged 36, died re- 


died recently of 


TEXAS 


Anderson-Houston-Leon Counties Medical Society has elected 
Dr. R. H. Bell, President; Dr. R. H. Kay, Vice-President; and 
Dr. Joe Murphy, Secretary, all of Palestine. 

Angelina County Medical Society has elected Dr. Jack vom 
President; Dr. A. E. Percy, Vice-President; and Dr. W. 
Thames, Jr., Secretary-Treasurer, all of Lufkin. 

Bee-Live Oak-McMullen Counties Medical Society has elected 
Dr. E. E. Miller, Beeville, President; Dr. Tom B. Reagan, Bee- 
ville, Vice-President; and Dr. D. W. Davis, Three Rivers, Secre- 
tary-Treasurer. 

Brazos-Robertson Counties Medical Society has elected Dr. T. A. 
Searcy, Hearne, President; Dr. A. G. McGill, Bryan, Vice-Presi- 
dent; and Dr. Charles Cole, Bryan, Secretary-Treasurer. 

Cameron-Willacy Counties Medical Society has elected Dr. 
George E. Bennack, Raymondville, President; Dr. F. W. De- 
Stefano, Brownsville, Vice-President; and Dr. C. H. Spence, 
Raymondville, Secretary-Treasurer. 

Cherokee County Medical Society has elected Dr. J. L. Du- 
Bose, Wells, President; Dr. J. T. Boyd, Jacksonville, Vice-Presi- 
dent; and Dr. T. H. Cobble, Rusk, Secretary-Treasurer. 

Collin County Medical Society has elected Dr. F. A. Duncan 

Scott Wysong, Vice-President; and Dr. 


Alexander, President; Dr. 
Charley E. Wysong, Secretary-Treasurer, all of McKinney. 

Cooke County Medical Society has elected Dr. Rufus C. Whid- 
don, President; Dr. Hiram P. Hawk, Vice-President; and Dr. 
William F. Powell, Secretary, all of Gainesville. 

El Paso County Medical Society has installed Dr. J. Leighton 
Green, President; and has elected Dr. Ralph H. Homan, Presi- 
| nag “a Dr. M. S. Hart, Vice-President; and Dr. C. 
Stapp, Secretary-Treasurer, all of El Paso. 

Galveston County Medical Society has elected Dr. W. T. An- 
derson, La Marque, President; Dr. John J. Delany, Vice-Presi- 
dent; and Dr. Edward J. Lefeber, Secretary-Treasurer, all of 
Galveston. 

chinson-Carson Counties Medical Society has elected Dr. W. 
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recessed for unobtrusive use 


The Mahorner Thyroid Retractor represents a 

marked advance in functional design making for greater 
ease and efficiency in use. Designed so that the main 
portion of the instrument is recessed into the lateral 
spaces around the neck, the Mahorner holds the open skin 
and subcutaneous tissues securely.* It has no handles 

to slip or impede dn assistant. For easy, controlled 
adjustment to the desired width of the opening, an 
ingenious sustaining rod slides on a track and is 

locked by 2 thumb screws. 


*See New Orleans Med. & Surg. Jn'l., 
poges 10, 11, vol. 101, No. 1, July, °48. 


No. A2S253. Mahorner Thyroid Retractor, 
stainless steel, each.............. $39.50 
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Brooks, Phillips, President; Dr. Charles H. Ashby, Pampa, First 
Vice-President; Dr. E. H. Morris, Canadian, Second Vice-Presi- 
dent; Dr. Roy Sanford, Perryton, Third Vice-President; Dr. H. L. 
Wilder, Pampa, Secretary-Treasurer; and Dr. Walter Purviance, 
Pampa, Censor. 

Grayson County Medical Society has elected Dr. W. I. South- 
erland, Sherman, President; Dr. James E. McFarling, Denison, 
Vice-President; and Dr. Robert W. Duncan, Denison, Secretary- 
Treasurer. 

Hardin-Tyler Counties Medical Society has elected Dr. Charles 


Gauntt, Kountze, President; Dr. J. C. Miller, Doucette, Vice- 
President; and Dr. Eugenia Tate Gauntt, Kountze, Secretary- 
Treasurer. 


Hays-Blanco Counties Medical Society has elected Dr. M. D. 
Heatley, San Marcos, President; Dr. J. J. Flannery, Blanco, 
Vice-President; and Dr. J. R. DeSteiguer, San Marcos, Secretary- 
Treasurer. 

Johnson County Medical Society has elected Dr. W. R. White- 
house, President; Dr. O. T. Smith, Jr., Vice-President; and Dr. 
Glenn R. Wright, Secretary-Treasurer. 

Navarro County Medical Society has elected Dr. Paul H. 
Mitchell, Corsicana, President; Dr. A. L. Grizzaffi, Frost, 
Vice-President; and Dr. Ivan Terry Sanders, Kerens, Secretary- 
Treasurer. 

Nolan-Fisher-Mitchell Counties Medical Society has elected Dr. 
J. K. Richardson, Sweetwater, President; Dr. C. U. Callan, 
Rotan, Vice-President; and Dr. S. F. Supowit, Sweetwater, 
Secretary-Treasurer. 

Nueces County Medical Society has elected Dr. L. M. Gar- 
rett, President; Dr. J. L. Barnard, Vice-President; and Dr. June 
Yates, Secretary-Treasurer, all of Corpus Christi. 

Palo Pinto-Parker Counties Medical Society has elected Dr. 
Ben L. McCloud, Mineral Wells, President; Dr. John B. Mer- 
rick, Weatherford, Vice-President; and Dr. W. D. Waldron, Min- 
eral Wells, Secretary-Treasurer. 

Smith County Medical Society has elected Dr. John H. 
Mitchell, President; Dr. James W. Birdwell, Vice-President; and 
Dr. William M. Bailey, Secretary-Treasurer, all of Tyler. 

Tarrant County Medical Society has elected Dr. Sim Hulsey, 
President-Elect; Dr. Haywood Davis, Vice-President; and Dr. W. 
P. Higgins, Jr., Secretary-Treasurer, all of Fort Worth. 


A complete line for clinical laboratories de- 
voted to all b: hes of chemistry, bacteri- 
ology, hematology, and parasitology. Tested 
and checked in our own clinical laboratories. 
Purity warranted. Our facilities assure prompt 
shipment of large or small orders. Inquiries 


invited. 

COMPLETE CATALOG 
tal d Iphab 
ical reference guide. Catalog 
comprises full line blood test- 

ing sera including anti-Rh, eg 


anti-M and anti-N; also re- 
agents for Wassermann, Kline, sf 
and Kahn tests. Write for your Pee, 

copy. FREE ON REQUEST. 


LABORATORIES 
oR. H. Gradwohl, M. D.,Director 
3514 Lucas Av. 


St. Louis, Mo. 
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Washington County Medical Society has elected Dr. Clarence 
W. Schoenvogel, President; Dr. Robert A. Hasskarl, Vice-Presi- 
dent; and Dr. O. F. Schoenvogel, Sr., Secretary-Treasurer, all 
of Brenham. 

Young-Jack-Archer Counties Medical Society has elected Dr. 

B. Griffin, President; Dr. Robert E. Lee Gowan, Vice- 
President; and Dr. Blaine Divine, Secretary, all of Graham. 

Thirteenth District Medical Society has elected Dr. Porter 
Brown, Fort Worth, President; Dr. T. W. Hedrick, Abilene, 
Vice-President; and Dr. S. W. Wilson, Fort Worth, Secretary. 

Southern Branch, American Public Health Association, will 
hold its next meeting in Dallas, Baker Hotel, April 14-16. Dr. 
George A. Denison, Birmingham, Alabama, is Secretary. 

University of Texas Medical Branch, Galveston, has the H. H. 
Weinert Endowment Fund for Cardiovascular Research, recently 
established by members of the family of Mr. H. H. Weinert, 
Seguin, a former regent of the University, which will be used 
for supporting the researches of Dr. George R. Herrmann, Pro- 
fessor of Medicine and Director of the Cardiovascular Research 
Laboratory. Contributions to the fund to date total more than 
$15,000. 

Dr. Marshall H. Brucer, recently appointed Director, Biology 
Division of the Oak Ridge (Tennessee) Cancer Research Labora- 
tory under the auspices of the Atomic Energy Commission, has 
been appointed Visiting Professor of Physiology, University of 
Texas Medical Branch, Galveston, the appointment being made 
to enable Dr. Brucer to supervise the completion of research 
undertaken at the Medical Branch before his appointment to 
the Oak Ridge Laboratories. 


DEATHS 


Dr. Orman Trimble Kimbrough, Wichita Falls, aged 55, died 
recently of cardiovascular disease. 

Dr. Oscar Smith, Greenville, aged 93, died recently. 

Dr. Duane Meredith, Wichita Falls, aged 67, died recently 
of acute yellow atrophy of the liver. 

Dr. Francis Taylor Isbell, Eastland, aged 73, died recently of 
carcinoma of the sigmoid colon and pulmonary embolism. 

Dr. Charles Percy Brown, El Paso, aged 73, died recently of 
arteriosclerosis. 
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Load Capacity by 100% 
trument trays instead one 


The “American” 
All- Purpose JUNIOR AUTOCLAVE 


| (MODEL 8816) 


@ Fully automatic and self-compensating 
for all types of loads. Presents a radical departure in autoclave design that 
meets every requirement wherever a single, pressure 


i luable fi . Ma 
steam sterilizer of small size is indicated. Duplicates 


be placed on any flat surface and oper- 


ated from convenient electrical outlet. in every respect the efficient, precision performance 
of.standard size “American” Surgical Supply Steri- 
lizers widely used ‘in hospitals. 


@ This all-purpose unit with 8"x8"x16" 
chamber will sterilize instruments, dress- 
ings, rubber gloves, solutions, antibi- 
otics and all allied loads. 


@ The unit is automatically “burn-out- 
proof” and operates by one control 
lever which governs the complete func- 
tional cycle. 


2a. 


Diagrammatic comparison of Model 
8816 and 8x16” cylindrical type. 
Note accommodation of 2 instrument 
trays instead of one. 


Hospital Sterilizing 
Efficiency to the 
PROFESSIONAL OFFICE 
LABORATORY CLINIC 


SPACIOUS, DOUBLE-CABI- 
NET MODEL DB.-16 is ideally 


constructed to accommodate . . 
MODEL 8816, thus combining WRITE TODAY for complete information 


Surgical Supply for the private 
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Erie, Pennsylvania 
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Dr. G. Mason Graham, Bessmay, aged 68, died recently of 
carcinoma of the spine. 

Dr. James Wilson Rollo, Lubbock, aged 65, died recently of 
heart disease. 


VIRGINIA 


Medical Society of Virginia will hold its 102nd annual meeting 
at the Chamberlin Hotel, Old Point Comfort, Fort Monroe. 
October 9-12. 

Arlington County Medical Society has elected Dr. John Hazel, 
President; Dr. Robert Hood, Vice-President; and Dr. John B. 
Leary, Secretary-Treasurer. 

Albemarle County Medical Society has elected Dr. R. Gregory 
Magruder, President; Dr. McLemore Birdsong, Vice-President; 
and Dr. Thomas Edwards, Secretary-Treasurer. 

Loudoun County Medical Society has elected Dr. A. C. Echols, 
President; and Dr. Priscilla L. Foote, Secretary-Treasurer, both 
of Purcellville. 

Tazewell County Medical Society has elected Dr. George D. 
Vermilya, Richlands, President; Dr. A. M. Tiernan, Jewell Ridge, 
Vice-President; and Dr. Mary Elizabeth Johnston, Tazewell, 
Secretary-Treasurer. 

Warwick County Medical Society has elected Dr. George S. 
Grier, III, President; Dr. Fred N. Thompson, Vice-President; 
and Dr. C. W. Beaven, Secretary-Treasurer, all of Newport News. 

Dr. Edwin P. Lehman, Richmond, was recently honored when 
a dinner and reception were given by the faculty colleagues and 
former students of the University of Virginia Medical College, 
Richmond, in recognition of his twenty years’ of service as Pro- 
fessor of Surgery and Gynecology at the College. 

Dr. Oscar R. Yates, Suffolk, was recently presented the annual 
Silver Beaver Award by the Old Dominion Area Council of Boy 
Scouts. He served as Chairman of the Council Health and Safety 
Committee for the last twenty years. 

Dr. William Parson, former Instructor in Medicine, Tulane 
University of Louisiana School of Medicine, New Orleans, 
Louisiana, has been appointed Professor of Medicine, University 
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Ful Virginia Department of Medicine, Charlottesville, effective 
uly 1. 


Mary Washington Hospital staff, Fredericksburg, has installed 
Dr. P. J. Nutter, President, succeeding Dr. John L. Smoot. Dr. 
Claude A. Nunnally is the new Secretary-Treasurer. 

Dr. F. T. Buchanan, formerly of Bristol, is on the surgical 
house staff of the University Hospital, Charlottesville. 

Dr. John W. Ferre has been named Director, Public Health 
Division of the American Heart Association. 

Dr. Fred C. Health and Dr. Mildred Esther Scott, Health 
Officers, have been relieved of duty until July 1 while studying 
at Johns Hopkins School of Hygiene and Public Health, Balti- 
more, Maryland. 

Medical College of Virginia, Richmond, has enlarged one of 
its buildings and named it the Brown-Sequard Research Labora- 
tory, in honor of Charles Eduard Brown-Sequard, a professor in 
the College in 1854 and 1855. 

Dr. L. C. S. Haynes, formerly of Mount Jackson, is on the 
staff of Newton 
Virginia. 

Dr. Hiram Wilson Davis, Richmond, and Miss Shirley Powers 
Davis, Atlanta, Georgia, were married recently. 

Dr. Robert Craig Shelburne, Rocky Mount, and Miss Louise 
Hesson, Sweet Briar, were married recently. 

Dr. Thomas C. Clifford, Shipman, and Mrs. Synanda Bulkley 
Blake, North Salem, New York, were married recently. 

Dr. John Wesley Todd, III, Staunton, and Miss Patricia 
Ellen Coffey, Richmond, were married recently. 

Dr. James Nicholas Dudley and Miss Virginia Baird Decker, 
both of Roanoke, were married recently. 

Dr. William Clayton Barr, Virginia Beach, and Miss Ivee 
Elizabeth White, Richmond, were married recently. 


D. Baker Veterans Center, Martinsburg, West 


DEATHS 


Dr. George Gabriel Armstrong, Portsmouth, aged 79, died re- 
cently. 

Dr. Lee Campbell Adcock, Fairfax, aged 70, died recently of 
rupture of the aorta. 

Dr. Arthur Reginald Butler, Newington, aged 76, died recently. 
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hen MIGRAINE attacks 


FIRST EFFECTIVE 


oral TREATMENT 
OF MIGRAINE ATTACK 


Sandoz proudly announces the first effective oral treatment of 
migraine— 

/ Clinical investigation’ demonstrated that 80% of a series of cases 
experienced good results. Best results were obtained in migraine, 
histamine and tension headaches. 


Friedman, in a large series of migraine cases, found Cafergone 


55% more effective than ergotamine tartrate alone. 
Later reports*: * were equally favorable. 


(ergotamine tartrate 1 mg.; caffeine 100 mg.) 


(Experimentally identified as E.C. 110) 


SANDOZ 


Originality + Elegance + Perfection 


1. Horton, B. T., Ryan, R. E. & Reynolds, J. L., Proc. 
Staff Meet. Mayo Clinic, 23:105, Mar. 3, 1948. 


2. Friedman, A. P., N. Y. State Jl. of Med. (in press). 
3. Ryan, R. E., Postgraduate Medicine (in press). 
4. Hansel, F. K., Annals of Allergy (in press). 


SANDOZ PHARMACEUTICALS 
Division of SANDOZ CHEMICAL WORKS, INC. 
NEW YORK 14,N. Y. * CHICAGO6, ILL. « SAN FRANCISCO8, CALIF. 
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Here’s a low-priced combination x-ray unit 


that’s exactly right for moderate routine demands. 


It’s versatile ... you can do fluoroscopy and radiography, combination 
x-ray apparatus 


both, with it. It’s simple and safe to operate... 


compact, space-conserving, and economical too. 
The table, equipped with a built-in Bucky diaphragm, 
does double duty as an office examination and treatment table. 
And you can have it powered to suit your particular needs 
(with a generator of 15 ma, 60 ma, 

100 ma or 200 ma capacity, optionally). 

The “Comet” combination x-ray apparatus is built 
to high Picker standards, and backed 

by alert Picker Service (there are branches and 
service depots in principal cities). The coupon here 


will bring details promptly. 
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SPECIFIC THERAPY 
SPECIFIC POTENCY 


For oral anti-anemia ther- 
apy, more and more physi- 
cians specify ‘‘Valentine”’ 
liver products.Each45cc.of 


Ligutd 
EXTRACT of LIVER 
“VALENTINE” u.s.P.) 
represents 1 U.S.P. Oral Unit containing 
the important Cohn-Minot and Whipple 
fractions, as well as over twice M.D.R.ribo- 
flavin per fluidounce. In 8 fi. oz. bottles. 
For intramuscular use, specify 


LIVER INJECTION CRUDE U.S.P. 


“VALENTINE” 
{1 U.S.P. Injectable Unit per cc.) In 10 cc. vials 


‘Valentine Co. 


VA. 
Since 187? 
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= Hack Urquhart Stephenson, Richmond, aged 76, died re- 
cently. 
Dr. William Douglas Macon, Charlottesville, aged 79, died 
recently. 


WEST VIRGINIA 

Barbour-Randolph-Tucker County Medical Society has elected 
Dr. Elmer E. Myers, Philippi, President; Dr. C. L. Leonard, 
Elkins, Vice-President; and Dr. Donald R. Roberts, Elkins, 
Secretary-Treasurer, reelected. 

Logan County Medical Society has elected Dr. I. M. Kruger, 
President; Dr. W. E. Brewer, Vice-President; and Dr. Frank 
R. Jamison, Secretary-Treasurer. 

Monongalia County Medical Society has elected Dr. W. H. 
Howell, President; Dr. L. M. Strawn, Vice-President; Dr. C. K. 
Sleeth, Secretary, reelected; and Dr. C. C. Romine, Treasurer, all 
of Morgantown. 

Raleigh County Medical Society has elected Dr. W. Fred 
Richmond, Beckley, President; Dr. Everett B. Wray, Stotesbury, 
First Vice-President; Dr. Hugh S. Edwards, Beckley, Second 
Vice-President; and Dr. Wallace B. Lilly, Beckley, Secretary- 
Treasurer. 

Three West Virginia communities, Whitesville, Webster Springs 
and Franklin, have applied for funds and made plans to build 
hospitals, a 100-bed general hospital for Whitesville, 30-bed hos- 
pital for Webster Springs, and 15-bed hospital for Franklin. 

Dr. William S. Harold, Falls View, is Assistant Physician, 
West Virginia University Health Center. 

Annual State Health Conference, a joint meeting of the Health 
Officers’ Conference and the West Virginia Public Health Asso- 
ciation, will be held in Charleston, Daniel Boone Hotel, June 2-3. 

Dr. Ralph S. McLaughlin, Charleston, has been appointed a 
member of the Industrial Advisory Committee, National Society 
for the Prevention of Blindness. 

Dr. Albert L. Allen, Huntington, has accepted a year’s resi- 
dency in radiology at Duke Hospital, Durham, North Carolina. 

Dr. John F. Sinnett, formerly on staff at Stevens Clinic Hos- 
pital, Welch, has moved to Maybeury. 

Dr. William S. Harold, Falls View, has been named Assistant 
Physician, West Virginia University Health Center. 

Dr. William Rhea Bond, Beckley, and Miss Veronica Valerie 
Scearce. Richmond, were married recently. 
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Diabetics welcome “Spot Tests”, (ready to use dry 
reagents), because of the ease and simplicity in using. 
No test tubes, no boiling, no measuring; just a little 

wder, a little urine—color reaction occurs at once 


A carrying case containing one 
vial of Acetone Test (Denco), one 
vial of Galatest, medicine dropper 


2. A LITTLE URINE and Galatest color chart is now 


available at all prescription phar- 
macies and surgical supply houses. 
This is very convenient for the 


“of the A.M.A, medical bag or for the diabetic 


patient, 
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SPEED patient examination with a mod- 
ern fluoroscopic unit—-The Keleket K-30 
Vertical Fluoroscope. 


The Keleket fluoroscopic screen assembly 
affords complete freedom of movement .. . 
for operator and patient. In addition, the 
Keleket screen permits a 50% larger view 
over a much wider partof the patient’s body. 


With single-point suspension of thescreen, 
fluoroscopy of a patient laterally recum- 
bent on a stretcher is easy and practical. 


the KELLEY- KOETT 


2044 WEST FOURTH ST. 
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with 


KELEKET’S 
K-30 


VERTICAL 
FLUOROSCOPE. 


Keleket’s exclusive screen carriage arm 
saves more than 25% floor space, permits 
location of the unit in corner or alcove. 


Many other outstanding features of the 
completely self-contained Keleket K-30 
Fluoroscope are fully described and illus- 
trated in Bulletin 155. Your Keleket repre- 
sentative will gladly give you a copy and 
show you how you see more . . . do more 


with the Keleket K-30 Fluoroscope. 


Manufacturing Co. 
COVINGTON, KY. 
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HOW much sun does 
the infant really get? 


Not very much: (1) When the baby is bun- 
dled to protect against weather or (2) when 
shaded to protect against glare or (3) when 
the sun does not shine for days at a time. 
Mead’s Oleum Percomorphum is a pro- 
phylactic against rickets available 365} 
days in the year, in measurable potency and 
in controllable dosage. Use the sun, too. 


Mead Johnson & Co., Evansville, Ind., U.S.A. 


This baby’s mother learned 
about Mead’s Oleum Percomor- 
phum from her physician, not from 
public advertising or displays. 


"Servamus Fidem”’ 
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aration, nonwasteful, forerunner of present day ih 
"practised principles of food fortification—remember? 


Later, in response to requests from 
physicians, we went a step further in Pabena,” similar in 


nutritional and convenient features to its father-produd, 


Pablum, different in flavor because of its oatmeal base. 


If our pioneer work and ethical policy meet with your appro- 


bation, remember, please, to specify Pablum and hideacia 


*"Pablum’’ and'“Pabena’’ are the registered trademarks of Mead Johnson 
& Company for these vitomin-and-mineral-enriched mixed cereal foods. 


Mead Gokusen & Company, Evansville, Indiana, U.S. 


in 1932 we brought out Pablum? 
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ARE PLEASED TO RECORD THE ACHIEVEMENTS LEADING 
TO THE DEVELOPMENT OF 


CHLOROMYCETIN 


(CHLORAMPHENICOL, PARKE-DA\VI>) 


CHLOROMYCETIN IS A PURE CRYSTALLINE SUBSTANCE 
HAVING SPECIFIC ANTIBIOTIC ACTIVITY EFFECTIVE 
AGAINST AN IMPRESSIVE ARRAY OF MICRO-ORGANISMS 
In the history of CHLOROMYCETIN, chance has played little part. Starting from 
past knowledge of antibiotic activity in soil organisms, thousands of soil samples 
were collected throughout the world, cultured, and screened for antibiotic 
properties. Definite activity was found in cultures of Streptomyces venezuelae, 
an organism named for its place of origin. The active antibiotic was then isolated 
in pure form. Its chemical configuration was determined and reproduced by 
synthesis. CHLOROMYCETIN is therefore the first antibiotic for therapeutic use 


that can be produced in quantities by both natural and chemical methods. 


The tmportant indications for CALOROMYCETIN, Gas far, tnclude: 
UNDULANT FEVER 
BACILLARY URINARY INFECTIONS 
PRIMARY ATYPICAL PNEUMONIA 
TYPHOID FEVER 
TYPHUS FEVER 
SCRUB TYPHUS 
ROCKY MOUNTAIN SPOTTED FEVER 


CHLOROMYCETIN can be administered efficiently by the oral route, vielding effective 
blood levels. It is supplied in Kapseals of 0.25 Gm. 


Descriptive literature will be mailed on request. 
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